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T was just about twenty years ago that sur- 

geons began to realize the possibility of 

performing operations on the intrathoracic 
organs. Up to that time the chest was a region 
upon which only very few dared to trespass, and 
this trespassing was usually attended by the 
gravest of consequences. There were two ap- 
parently insurmountable obstacles, one, a real 
one, the danger of interference with the physi- 
ology of respiration after opening of the thoracic 
cavity, and the other an imaginary one, the 
supposed susceptibility of the pleura to infection. 
The conquest of the first of these and the dem- 
onstration that the second was without any 
basis in fact constitute one of the most interesting 
chapters of surgical history. 


DIFFERENTIAL PRESSURE 


The first steps in overcoming the danger of 
pneumothorax were taken in the last of the nine- 
teenth century when Northrup, Fells, O’Dyer, 
and Matas showed that it was possible to produce 
artificial respiration by forcing air rhythmically 
into the lungs. Shortly thereafter, Sauerbruch 
built his first negative-pressure chamber and 
demonstrated that life can be maintained if the 
pleural cavity is opened under reduced atmos- 
pheric pressure. This experiment soon led to 
the construction of the positive-pressure cham- 
ber in which the patient’s chest was opened under 
the usual atmospheric pressure but his head 
was in a chamber in which the air pressure had 
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been increased. Willy Meyer of New York con- 
structed his positive-negative pressure operating 
room in what is now the Lenox Hill Hospital. He 
was able by ingenious engineering devices to 
alter the pressure of the atmosphere in the head 
part or thorax part of the divided operating 
chamber, and to open the chest widely without 
interfering with respiration. 

Although these pressure chambers proved that 
operations on the intrathoracic organs were possi- 
ble, they were so complicated and expensive as to 
be impractical. Soon after their invention Meltzer 
and Auer made the important discovery that 
if air were forced into the trachea in a steady 
stream and a pathway left for its return, respira- 
tory interchange of gases could be maintained 
without the intermittent expansion and collapse 
of the lung. This method of intratracheal in- 
sufflation was quickly adopted and represented 
another milestone of progress in chest surgery. 

Shortly thereafter, Meltzer showed that the 
comparatively simple procedure of intratracheal 
insufflation could be supplanted by the still 
simpler procedure of intrapharyngeal insufflation. 
Ultimately, experience demonstrated that no ap- 
paratus or method is required other than that em- 
ployed in the induction of the usual nitrous 
oxide-oxygen anesthesia. If the mask is held 
tightly over the face and if the flow of the gas 
and the pressure in the outlet valve are properly 
regulated, the chest can be widely opened without 
collapse of the lungs and without pneumothorax. 
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Thus, by a logical sequence of events, a method 
has finally been perfected which, because of its 
absolute efficiency and its extreme simplicity, is 
universally applicable. And in this way was over- 
come one of the supposedly insurmountable ob- 
stacles barring the way to intrathoracic surgery. 

THE RESISTANCE OF THE PLEURA TO INFECTION 

The fear of the supposed susceptibility of the 
pleura to infection was removed by experimental 
research and clinical experience. Notzels proved 
by injecting virulent bacteria into the normal 
pleural space that the pleura is as resistant to in- 
fection as the peritoneum. He showed also that 
the presence of a pneumothorax greatly reduces 
this resistance. During the World War, it was 
found that gunshot wounds of the chest were no 
more prone to infection than correspondingly se- 
vere wounds of other parts of the body. The re- 
sistance of the pleura to infection was high, pro- 
vided there was no pneumothorax. Civil experi- 
ence also has shown that if a postoperative 
pneumothorax can be prevented, the probability 
of infection of the pleura is greatly reduced. 


PHYSIOLOGY 


Many of our conceptions regarding the physi- 
ology of the chest have undergone decided changes 
in the last two decades. Especially as the re- 
sult of the work of Graham and Bell of the 
Empyema Commission of the United States 
Army, it is now generally recognized that the 
mediastinum does not form a rigid partition be- 
tween the pleural spaces, but bulges under 
pressure. Therefore, if a unilateral open pneu- 
mothorax is produced in an otherwise normal 
chest, the lung on the side of opening will be col- 
lapsed and the mediastinum will be forced or 
sucked over to the opposite side sufficiently to 
collapse the opposite lung. The degree of collapse 
of the homolateral lung, of mediastinal displace- 
ment, and of collapse of the contralateral lung are 
almost directly proportionate to the size of the 
opening in the chest wall. The presence of pleural 
adhesions will greatly alter the conditions. The 
open pneumothorax may be fatal or not, depend- 
ing upon, among other factors, the degree of the 
collapse of the lungs and the vital respiratory 
capacity of the patient. 

Experiments have proved, further, that the 
swinging back and forth of the mediastinum, the 
so-called mediastinal flutter, which occurs in open 
pneumothorax when adhesions are not present, 
produces marked shock and may even be fatal. 
It has been shown that if mediastinal flutter 
occurs during a chest operation performed without 
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the aid of differential pressure anesthesia, stabj- 
lization of the mediastinum by traction on the 
presenting lung will immediately allay the alarm- 
ing symptoms. 

The condition of pendulum air, in which the air 
expired from the so-called sound lung is forced 
into the so-called collapsed lung, is also generally 
understood. , 

Thus we have come to realize the true dangers 
of open pneumothorax and to know how they 
may be overcome. 

In interesting experiments, Graham has recent- 
ly shown that transudation is brought about dur- 
ing the respiratory cycle by aspiration of fluid 
into the visceral pleural lymph spaces during in- 
spiration and its expulsion into the pleural cavity 
during expiration. 

The numerous studies of postoperative pul- 
monary complications, especially those of Cutler 
and Hunt, have definitely shown that a large 
percentage of these are due to emboli originating 
in the zone of operation. 


DIAGNOSIS 


In the field of diagnosis progress has been made 
pari passu with general advancement. Twenty 
years ago, X-ray diagnosis was initsinfancy. Since 
in the majority of chest conditions the X-ray is one 
of the most important diagnostic aids, it is not sur- 
prising that the chief advances in diagnosis have 
been in the field of roentgenology. The most 
important achievement in the use of the X-ray 
was improvement in the technique of making 
plates and in their interpretation. The recent ex- 
periments of Lynah and Stewart with the intra- 
tracheal injection of a bismuth and oil mixture to 
map out the bronchial tree in the X-ray plate are 
of interest and may lead to a practical diagnostic 
procedure. The Europeans have reported very 
interesting findings with this method. 

For direct inspection of the pleural space 
Jacobaeus has devised an instrument similar to 
the cystoscope which is introduced into the 
chest after the production of an artificial pneu- 
mothorax. Although this is undoubtedly of 
value, it has not been widely used as yet. 

The advances in bronchoscopy as a diagnostic 
aid have been great, thanks especially to the work 
of Chevalier Jackson, and are due for the most 
part to the use of better instruments and a better 
interpretation of the findings. 


ARTIFICIAL PNEUMOTHORAX 


Twenty years ago the value of artificial pneu- 
mothorax in the treatment of tuberculosis was 
being questioned. The reports of Forlanini and 
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the enthusiasm of Murphy had been a tremen- 
dous stimulus to its use. Thousands of artificial 
pneumothorax procedures were being done, how- 
ever, without due regard to indications or pre- 
cautions, and as a result numerous accidents had 
occurred and the method was in danger of falling 
into disrepute. The addition of manometric con- 
trol of the pressure was a marked advance in safe- 
guarding the procedure. Within the last few years 
the technique of artificial pneumothorax has been 
standardized and its indications have been clearly 
established. The danger of too great fills, the 
danger of attempting to tear adhesions, and the 
necessity of frequent refills are well recognized. 

With pneumothorax, two other procedures have 
heen advocated. The first, phrenicotomy, con- 
sists in cutting or paralyzing the phrenic nerve on 
the affected side to paralyze and thereby elevate 
the diaphragm. The second, the destruction of 
pleural adhesions by the cautery method of 
Jacobaeus, consists in the identification and 
localization of the adhesions with the thoraco- 
scope and their severance with the electrocautery. 
This method has not received much support be- 
cause the adhesions are usually broad and therefore 
cannot be cut readily, and because there is great 
danger of uncontrollable hemorrhage. 


EMPYEMA 


In the field of acute empyema the chief advance 
made in the last twenty years has been the swing 
to the closed method of drainage advocated years 
ago by Buelow. This has been brought about by 
a better understanding of the physiology of the 
thorax and the pathology of empyema. The high 
mortality incident to empyema during the win- 
ters of 1917-18 and 1918-19 emphasized the er- 
ror of the methods then in use. 

The work of Graham and Bell of the Empyema 
Commission of the United States Army proved 
that the vast majority of the deaths were due to 
the establishment of open pneumothorax in the 
absence of pleural adhesions and at a time when 
the vital capacity was greatly reduced. The dis- 
covery that Dakin’s solution would dissolve the 
thick, inspissated pus and fibrin flakes of empyema 
was important. Diedrich, Mazingo, and others 
perfected methods in which a tube was introduced 
into the empyema cavity and the contents were 
aspirated without the admission of air, the pus 
being liquefied by frequent instillations of Dakin’s 
solution. 

The method advocated in the United States 
Army for the treatment of acute empyema con- 
sisted in repeated aspirations of the empyema 
cavity until pleural adhesions had been formed, 
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and then the establishment of open drainage. 
Stewart, at the Rockefeller Institute, advocated 
thorough dakinization of the empyema cavity by 
threading the Carrel-Dakin tubes on stiff German 
silver wires and spreading them over the cavity 
walls. 

A recently reported variation in the technique 
of treating empyema is the combined open and 
closed method of Pickhardt. In this procedure 
the cavity is opened by a large, wide intercostal 
incision, carefully explored, and drained of its 
contents, pockets are opened, and a tube is placed 
in a dependent portion of the cavity. The 
original wound is then tightly sutured and the 
drainage tube is attached to a suction apparatus. 


CHRONIC EMPYEMA 


In the field of chronic empyema two new facts 
have been established: first, the possibility of steril- 
izing and eventually healing a great number of 
cases by painstaking dakinization, and second, the 
necessity for complete obliteration of theempyema 
cavity toobtainacure. In the methods of Schede, 
Estlander, Fowler, Delorme, and Ransohoff the 
attempt is made to obliterate the cavity by col- 
lapse of the chest wall, decortication of the lung, 
or both. In an ingenious method devised by Emil 
Beck a sliding skin graft is used to cover the inte- 
rior of the cavity and thus transform the cavity in- 
to a pocket lined with epithelium. This marsupi- 
alization, whether practised as advocated by Beck 
or performed in the manner extensively used in 
the Army, in which the wall and roof of the em- 
pyema cavity are cut away and the defect is al- 
lowed to become covered by granulations and 
epithelium, has proved of invaluable assistance 
in the treatment of chronic empyema. 


PULMONARY SUPPURATION—LUNG ABSCESS, 
BRONCHIECTASIS 


The treatment of pulmonary suppuration has 
been greatly improved in the last twenty years. 
Prophylaxis has been advanced by emphasis on 
the dangers of tonsillectomy under general 
anesthesia. Now that local anesthesia is used as 
a routine, it is probable that the incidence of lung 
abscess will decrease. 

The bronchoscopic suction-irrigation method 
advocated by Lynah and Yankauer has yielded 
favorable results in the hands of these surgeons 
in bronchiectasis and lung abscess. 

Tewksbury and others have reported good re- 
sults from artificial pneumothorax in cases of lung 
abscess. . 

For both lung abscess and bronchiectasis, ex- 
trapleural collapse has been advocated when, 
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because of adhesions, artificial pneumothorax is 
found of no avail. This has been effected by the 
method of Schede or by less radical procedures. 
In suppurative conditions of the apex and in 
tuberculosis, Tuffier has attempted to collapse the 
apex first by apicolysis, freeing the apex, and 
then by compression. For compression, the use of 
fat, paraffin, or muscle has been recommended. 

In the treatment of lung abscess it has been 
shown that the formation of adhesions can be 
stimulated by packing against the parietal pleura. 
This has been the method of safeguarding the ap- 
proach to the abscess. After the formation of ad- 
hesions, the abscess can be opened safely and 
drained without danger of empyema. 

In unilobar bronchiectasis Lilienthal attempted 
the removal of the affected lobe of the lung. He 
and others found that this operation is possible, 
but that its mortality is high. One of the chief 
difficulties in the after-treatment of such cases is 
due to the fact that the bronchus of the excised 
lobe cannot be permanently closed. Clinical at- 
tempts to close large bronchi by primary suture 
have almost always failed. Allowance must there- 
fore be made for the pneumothorax which is sure 
to develop after afew days. This is done by leaving 
an air-tight closed drain in the chest cavity or fix- 
ing the stump of the lobe to the external wound. 

A safer method of performing lobectomy was 
presented a few years ago by Graham. The first 
stage of this operation consists in exposing 


the pleura over the affected area by removal : 


of the overlying skin, muscle, and portion of 
ribs and then packing to stimulate the forma- 
tion of adhesions. In subsequent stages the lobe 
of the lung is removed by the actual cautery. 
Graham uses a hot soldering iron for this purpose. 
These subsequent stages can be performed with- 
out anesthesia. The danger from hemorrhage is 
slight, and if hemorrhage occurs it can be easily 
controlled by packing. This method of cautery 
lobectomy has changed a formidable operation 
into a relatively simple and benign procedure. 

Meyer suggested as a conservative method of 
draining pulmonary suppuration the establish- 
ment of an epithelium-lined tract leading from 
the skin to the abscess cavity. Through this 
“‘lung-lip fistula” permanent drainage is obtained. 

Plout, in 1914, showed that spirochetz similar 
to those often found in the normal mouth in the 
presence of decayed teeth are present almost in- 
variably in lung abscess and bronchiectatic ab- 
scess. For this reason large doses of arsenic in the 
form of arsphenamin have been given. Recently, 
Pilot and others have reported very good results 
from this treatment. 


NEOPLASM OF THE LUNG AND MEDIASTINUM 


In the field of cancer of the lung little of practi- 
cal value has been discovered. The operative 
procedures of lobectomy and pneumectomy are 
well standardized, but so far have been of little 
aid in cases of malignancy because of the difficulty 
of establishing an early diagnosis of the condition. 

As regards mediastinal tumors, however, 
marked progress has been made. The safety with 
which surgeons can now enter the mediastinum 
has encouraged the attack of conditions formerly 
believed to be inoperable. Recently, Thoreck re- 
ported the case of a patient treated for carcinoma 
of the cesophagus who was alive and comfortable 
eleven years after the operation. In this case a 
gastrostomy was first performed. Then, through 
a transpleural approach, the cesophagus was 
divided below the tumor and just above the dia- 
phragm, dissected free throughout its entire extent 
in the chest, and brought out through an incision 
in the neck, a few inches being buried under the 
skin of the chest so that the final opening lay be- 
low the clavicle. Later, this opening was con- 
nected with the gastrostomy wound by means of a 
rubber hose. 

Innumerable other operations have been de- 
vised for the relief of cancer of the oesophagus, but 
as yet we are not in a position to judge their value 
or to proclaim them as definite advances in 
thoracic surgery. 

In an ingenious method of attacking tumors of 
the posterior mediastinum, which was devised by 
Lilienthal, the posterior mediastinum is approach- 
ed through a paravertebral incision, the pleura is 
retracted laterally, and the mediastinum is ex- 
posed. The cesophagus is then recognized by 
means of a small electric light bulb passed into it 
through the mouth at the end of a tube. The 
bright crimson glow of the light shining through 
the translucent wall of the cesophagus readily 
identifies that structure. The region about the 
tumor mass is isolated from the rest of the thorax 
by stimulating the formation of adhesions with 
packing or the use of a sliding skin graft. 


INJURIES OF THE CHEST 

With regard to injuries of the thorax many 
lessons were learned during the War. It was 
shown that the thoracic cavity can be carefully 
explored, that injured pulmonary tissue can be 
resected, and that the cut surfaces of the lung 
can be sutured. Fat and fascia transplants facili- 
tated greatly in the suture of the pulmonary 
tissue. Whenever possible, the chest wounds were 
tightly closed, allowance being made for drainage 
by the insertion of a drainage tube through a stab 
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wound into the pleural cavity. The tube was left 
closed or attached to a suction apparatus to over- 
come a pneumothorax. Undoubtedly one of the 
important factors reducing the mortality of chest 
injuries was the closure of the chest wound. 

Foreign bodies of the lung were removed through 
wide exploratory incisions as advocated by Moy- 
nihan, Duval, and others or by the ingenious 
method of Petit de la Villeon. Petit de la Villeon 
introduced a forceps into the thorax through a 
smal! stab wound and then extracted the bullet 
under fluoroscopic guidance. 


EXTRAPLEURAL COLLAPSE OF THE LUNG 


The first extrapleural thoracotomy was per- 
formed for the collapse of a tuberculous lung in 
1907 by Friedrich at the insistence of Brauer. 
Brauer had been unable to collapse the lung be- 
cause of adhesions and requested Friedrich to re- 
move the supporting wall of the thorax. Fried- 
rich, with the Schede technique in mind, removed 
the major portion of all ribs from the first to the 
eleventh. The patient made a good recovery. 

Brauer and Friedrich then combined their 
studies along similar lines. The Brauer-Friedrich 
operation, unmodified, was doomed to failure as 
it was too radical and by removing the entire bony 
support of one side of the chest it often caused 
symptoms similar to those of an open pneu- 
mothorax. 

In order to overcome the disadvantages of the 
Brauer-Friedrich operation numerous modifica- 
tions were devised. These were undertaken with 
three operative ends in view: (1) a less radical 
procedure, (2) as much collapse of the lung as 
possible, and (3) preservation of the framework 
of the chest. Three modifications are worthy of 
note—those of Sauerbruch, Wilms, and Brauer. 

Sauerbruch discarded the anterior part of the 
Schede operation and resected good-sized portions 
of the ribs from the first to the tenth inclusive. 
By performing this operation in two stages and by 
removing the lower ribs first, he reduced the 
danger of the procedure. 
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Wilms worked out the so-called columnar re- 
section in which, through a parasternal and para- 
vertebral incision, comparatively short portions 
are excised from the ribs anteriorly and posteri- 
orly. 

The Brauer operation consists in removal of the 
major portion of the ribs underlying the scapula. 
It is a more radical procedure than the others and 
gives greater collapse. 

In the United States, the Sauerbruch operation 
seems to have won most favor, but although there 
is much enthusiasm over the benefits to be de- 
rived from this procedure, many surgeons believe 
that further evolution is necessary before the 
indications and contra-indictions, variations in 
technique, and especially the results to be ex- 
pected are worked out. 


The foregoing is only a very brief résumé of 
the advances made in chest surgery in the last 
twenty years. Only those points which seemed 
most important to the writer have been men- 
tioned. Time will no doubt show that many 
contributions here passed over as of lesser worth 
are in reality the foundations for important future 
progress. 

The subject of cardiac surgery has been pur- 
posely omitted as it merits a separate report. 

As America has had an important part in the 
development of chest surgery, I have chosen to 
trace the steps of advancement by selecting from 
American literature. However, the contributions 
of such masters as Friedrich, Duval, Doyen, 
Braun, Sauerbruch, Garré, Tuffier, Moynihan, 
Jacobaeus, Forlanini, von Muralt, and others 
must not be overlooked. Great credit is due also 
to the host of tireless, unnamed workers in clinics 
and laboratories all over the world who have sup- 
plied the bits of knowledge necessary for the more 
spectacular discoveries. 

Twenty years ago chest surgery was just 
emerging from the darkness of the middle ages. 
Today, it is a well-developed branch of surgery 
bearing great promise of even greater growth. 
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PROGRESS IN GYNECOLOGY IN THE LAST TWENTY YEARS 


By JOHN R. FRASER, M.D., C.M., F.A.C.S., MONTREAL 


/YNHE most conspicuous accomplishment in 
gynecology in the past twenty years has been 
the brilliant work of Sampson on the nature 

of ovarian hematomata (hemorrhagic cysts) of 

endometrial (muellerian) type. 

The character and behavior of chocolate cysts 
of the ovary have long been subjects of discussion 
and speculation, but it remained for Sampson 
clearly to determine and correlate the various 
conflicting features of these interesting structures. 

With the possible exception of fibromyomata, 
the pathological conditions which arise from the 
implantation of epithelium escaping from the fal- 
lopian tubes into the peritoneal cavity probably 
constitute the most common pelvic lesions found 
at operation in women between the ages of 30 
years and the menopause. 

The epithelium primarily giving rise to these 
implantations is derived from or through the fal- 
lopian tubes. It lodges either on the surface of 
the ovaries or on the peritoneal surface of other 
pelvic structures, especially in the pouch of 
Douglas or on both ovaries and pelvic peritoneum 
and develops there into glands or tubules of endo- 
metrial type. 

When these epithelial implants invade the 
ovary as a result of their reaction to menstruation, 
superficial or deeply placed hamatomata are 
formed. In time, some of these structures rup- 
ture into the peritoneal sac, exuding their con- 
tents which contain elements capable of again 
forming cysts or secondary implants, often with 
greater invasive properties and exhibiting a wider 
distribution. 

These implantation adenomata of uterine or 
tubal (muellerian) type in the ovary may also be 
a source of ovarian cysts and carcinomata. 

Invariably the ovary containing an implanta- 
tion cyst is found at operation to be adherent be- 
cause of a previous perforation, and is ruptured 
while it is being freed, the perforation having been 
sealed by the structure to which the cyst had ad- 
hered at that site, such as the posterior uterine 
wall, the posterior layer of the broad ligament, 
or the peritoneum of the side of the pelvis. Al- 
most always, the ovary is enmeshed in adhesions 
and the surrounding structures exhibit a moderate 
degree of inflammatory reaction. 

Many operations have been performed to re- 
lieve the condition resulting from the develop- 
ment of these cysts. In some cases mere separa- 


tion of the adhesions has been done, whereas in 
others more radical procedures have been adopted, 
even to the removal of pelvic organs or adjacent 
structures. 

It is to be expected that the portions of the 
intestinal tract normally found in the pelvis would 
often be the seat of these implantations. Sampson 
frequently finds lesions in the sigmoid, rectum, 
small intestine, and appendix. In eight of twelve 
cases presented, the rectum and sigmoid, in- 
cluding the epiploic appendages and mesocolon, 
were involved; in four, the appendix; and in two, 
the small intestines. It is an interesting commen- 
tary that in six of the eight cases with implanta- 
tions in the sigmoid and rectum the hematoma 
was in the left ovary, while in all of the cases with 
implantations in the appendix it was in the right 
ovary. This fact suggests that while the im- 
plantations from either ovary may be general 
in their pelvic distribution, the portion of intes- 
tine near the involved ovary is most apt to be 
involved. 

There has been much discussion of the origin 
of these lesions. From responsible sources the 
suggestion comes that such tubules might arise 
as the result of abnormal development of the 
surface epithelium of the ovary or from develop- 
mentally misplaced epithelium of the muellerian 
duct. There is evidence in support of both of 
these contentions. On the other hand, there is ap- 
parently overwhelming evidence in support of 
Sampson’s implantation theory. According to the 
latter, tubal and uterine epithelium may at times 
escape through the fimbriated end of the tube and 
lodge especially on the lateral surface of the ovary 
and in the cul-de-sac, as does pus escaping in sal- 
pingitis. Adenomata may then develop whenever 
this epithelium falls on suitable tissue. As a re- 
sult, implantations occur on the free surface of the 
ovary and in the pelvis, in the pelvis alone, in the 
uterus, or on the rectovaginal septum. 

The lesions are unusual in women under 30 
years of age. If they were of developmental rather 
than acquired origin, it seems probable that they 
would sometimes appear at an earlier date, as tor 
example, after puberty. On the contrary, they 
appear at a time when such epithelium would |e 
more apt to be passed up through the tube. It is 
not uncommon to find associated fibromyomati, 
polypi, or even a retrodisplacement which could 
favor the backward flow of menstrual fluid. 
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Histologically, the lining is similar to that of 
uterine hamatomata due to the retention of 
menstrual fluid such as are often found in adeno- 
myomata of the uterus. During menstruation it 
manifests activity similar to that of the uterine 
mucosa. The hemorrhage is similar in gross and 
histological appearance to that of menstruating 
endometrium, and is repeated as is shown by 
fresh blood and pigment. The cyclic changes of 
menstruation are evident from the menstrual 
history. In the lining of a hamatoma in a case of 
pregnancy Sampson noted a decidual reaction. 

The fact that implantation adencmata of endo- 
metrial type develop in the pelvis in places ap- 
parently soiled by contents escaping from per- 
forated ovarian hematomata suggests that the 
epithelium giving rise to these implantations is 
derived from the contents of the haematoma and 
that therefore the hematoma is lined by epithe- 
lium of endometrial type. Cilia have been demon- 
strated on epithelia in these hematomata and 
implantation adenomata. 

It is rather significant that in all cases in which 
extensive implantations were found there was an 
associated ovarian hematoma showing perfora- 
tion. 

These ovarian lesions therefore undergo a vari- 
ety of changes. The smaller ones nearer the sur- 
face of the ovary, which are prone to react to 
menstruation, become distended and rupture or 
cast off their lining epithelium and disappear. 

The deeper haematomata slowly distend until 
perforation occurs, with resultant adhesion of the 
organ to adjacent structures; repeated reactions 
to successive menstrual processes occur with 
often repeated perforations. As the reaction to 
menstruation is of necessity destructive by reason 
of its location, and as the repair and regeneration 
are slow and occur imperfectly, the ultimate tend- 
ency in such cysts is toward retrogression. The 
clinical picture is as yet ill defined. At times the 
symptoms and signs simulate those of chronic 
pelvic infection. 

The reactions of the lining of ovarian hema- 
tomata of endometrial type to menstruation, 
pregnancy, and old age are similar to those of the 
uterine mucosa. 

The operative treatment of such conditions 
would appear to be governed entirely by the 
character of the lesions, the extensiveness of the 
implantations, and the degree of involvement in 
general. In a broad sense, the preservation of as 


much ovarian tissue as possible appears to be: 


‘ndicated as in all pelvic surgery. 
Any discussion of the changes in the surgical 
‘rcatment of carcinoma of the cervix in the past 
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two decades leads to the conclusion that the 
surgical world is still very much perplexed as re- 
gards the most effective method of dealing with 
this disease. There is no doubt that surgical 
technique has improved and many of the risks of 
operation have been materially lessened in spite 
of the fact that operations practiced for malig- 
nant disease have become more extensive and 
radical, but from the point of view of remote re- 
sults there is less cause for satisfaction. 

The progress made is in no way commensurate 
with the effort expended, for even in carefully 
selected cases the best series of radical operations 
still yields a recovery in fewer than 50 per cent of 
the cases (Clark). 

The radical operation has given the largest 
percentage of permanent cures, but the fact that 
it is attended by an unavoidably high primary 
death rate and is followed by serious postoperative 
sequel which are difficult to cure and make life 
a burden should also be borne in mind in any at- 
tempt to gauge its value. 

In the final analysis the chief problem involved 
in the therapeusis of carcinoma of the cervix can 
be solved only by a proper estimation of the degree 
of invasion of the new growth. It is now generally 
conceded that cases showing involvement of 
glands, the bladder, or the rectum, and those in 
which the tumor is fixed by involvement of the 
parametrium are inoperable. On the other hand, 
if the tumor is movable and there is no involve- 
ment of the bladder, rectum, or glands, the case 
is regarded as operable, even when the para- 
metrium is slightly involved. It is not easy to 
obtain a clear idea of the results of the radical 
operative treatment of the condition from a 
study of published reports. 

Weibel, in 1913, reported on the results in a 
large series of Wertheim’s cases. After a five- 
year period of observation 19.5 per cent were free 
from recurrence. Weibel emphasized the fact that 
there is a definite rise in the mortality parallel 
with an increase in the operability. It would 
therefore seem that the mortality following radi- 
cal operation would be less if operations were 
strictly limited to early growths. 

There are few series of cases as large as those 
of Wertheim. Jacobson in 1911 made an exten- 
sive résumé of the results of operations by Ameri- 
can and European surgeons, a total of 2,765 radi- 
cal abdominal operations, 2,467 of which were 
performed in European clinics and 298 in Ameri- 
can clinics. The primary mortality was 19.45 
per cent. Ina series of 211 cases of cervical carci- 
noma reported by Doederlein, the operability was 
59-7 per cent, the primary mortality 20 per cent, 
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and the incidence of absolute cure 17.1 per cent. 
In 393 cases reported by Hofmeier the operability 
was 52 per cent, the average mortality 20 per 
cent, and the incidence of absolute cure 14 per cent. 

In 1912, at a meeting of the American Gyneco- 
logical Society, the symposium on cancer brought 
out fairly representative reports from the various 
American clinics. Cullen reported a five-year cure 
in 26.9 per cent of his cases. Of thirty-six patients 
treated by Clark, six were free from recurrence 
after periods ranging from four and one-half to 
six years. 

More recently, Giesecke cited a series of 243 
cases of cervical carcinoma with an operability of 
70 per cent, a primary mortality of 18 per cent, 
and a five-year cure in 35 per cent. 

It is not surprising that, with such results, the 
radical operation should have become more and 
more restricted in its application to the clearly 
operable cases. 

In the history of gynecology few discoveries 
have caused such a revolution in therapy as the 
use of radium and the X-ray in cancer of the 
cervix. 

Much of the credit for the systematic applica- 
tion of radium to cancer of the female genitalia 
is due to the French, especially Wickham and 
Degrais, in 1906, Cheron and Rubens in 1909, 
and Duval in 1911. In America, Abbe was prob- 
ably the first to use radium in the treatment of 
uterine carcinoma. Since then, much work has 
been done along this line, both in America and 
Europe, and the results of Kelly, Burnam, Clark, 
Bailey, Zweifel, Bumm, and others are very en- 
couraging. 

Zweifel obtained a five-year cure in 13.8 per 
cent of 500 cases. Schmitz reported a cure of the 
same duration in 11.1 per cent of his cases. Re- 
cently, Heyman of Stockholm, in a very compre- 
hensive report, concludes that the results given 
by radium are obtained at the expense of a very 
small primary mortality. In inoperable cases the 
treatment will often result in clinical healing 
which will last as long as five years, but Heyman 
points out that considerable familiarity with the 
technique, a knowledge of the patient, and 
general experience are essential to obtain a final 
result comparable with that of operation. 

To quote from a very recent report of Clark, 
“Out of a total of 144 cases, only 15 per cent of 
which were operable, 10.4 per cent safely passed 
the quinquennial test. During the last four or 
five years we have always irradiated under gas 
anesthesia, which has rendered the treatment in 
the latter group more effective, but this series 
has not yet passed the quinquennial test. How- 
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ever, a full trial has been made by us of both 
the radical operation and the treatment with a 
moderate dose of irradiation (100 mgm. of radium 
for twenty-four hours), repeated at later intervals 
once or at most twice, if necessary, and we are 
convinced that while the latter method has been 
of immeasurable help in the relief of the inoper- 
able, and has effected a cure in a small percentage 
of those otherwise doomed, nevertheless it falls 
short of an ideal remedy, but compares favorably 
with radical operation.”’ 

It seems probable that as time goes on the more 
careful selection of cases for operation and the 
greater tendency to apply both radium and the 
deep X-ray to the more advanced cases will give 
much better results. 

Certainly radium has so very definitely estab- 
lished its place as an agent which, in inoperable 
cases, can definitely decrease and often cause 
almost complete cessation of distressing symp- 
toms that its use must be looked upon as one of 
the greatest advances of the age. 

The use of radium and the X-ray has been 
extended beyond their application in carcinoma. 
In uterine fibromyoma and fibrosis and in certain 
hemorrhages near the menopause, their value is 
already well known. 

In the treatment of fibromyoma most authori- 
ties are agreed that the use of irradiation should 
be restricted to the uncomplicated, symmet- 
rically developed intramural growths not larger 
than a three or four months’ pregnancy, partic- 
ularly those occurring in women near the meno- 
pause. In younger women it is more logical to re- 
move the tumor than to destroy ovarian function 
with radium. Radium is apparently of little use 
in fibroids unless a sufficient quantity is used to 
produce a permanent amenorrhocea. A_ proper 
diagnosis and the absence of complications, es- 
pecially chronic pelvic infection, are of great im- 
portance. Irradiation is the treatment of choice 
for the smaller myomata in women approaching 
or within the menopausal years whose only symp- 
tom is hemorrhage (Clark). 

Perhaps the most decisive results are obtained 
with radium in bleedings at or near the meno- 
pause (Watkins). 

The present-day attitude of surgeons toward 
the treatment of uterine fibromyomata is largely 
the result of the widespread use of radium and 
the X-ray and the trend of opinion in favor oi 
myomectomy, especially in the cases of young 
women. 

It has been argued that myomectomy is more 
dangerous than hysterectomy, but the mortality 
in Mayo’s series of gog cases was a little un‘er 
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o.7 per cent. Bonney’s mortality was 2 per cent 
and Goullioud’s 2 per cent. In a series of seventy- 
two cases Tuffier did not have a single death. 
The technique of hysterectomy has become so 
perfected that there is apt to be a tendency to 
resort to it too often in the treatment of fibroids, 
thereby depriving the woman of the right of 
motherhood and causing the cessation of menstru- 
ation which seemingly bears such an important 
relation to the endocrine system. The subse- 
quent occurrence of pregnancy in a fair number 
of Mayo’s cases amply justified the use of the 
more conservative procedure. 

That recurrences frequently follow the opera- 
tion of myomectomy is not borne out by the 
after-histories of these cases. In only 2.5 per cent 
was it necessary to resort to a second operation, 
and even in these the second operation was per- 
formed at a considerably later date. In recent 
years radium has been used successfully to obvi- 
ate a second operation. In the performance of 
myomectomy in cases of extensive hemorrhage, 
it seems wise to open the uterine cavity and ex- 
plore it, as in this manner such complications as 
carcinoma can be ruled out. When hysterectomy 
seems necessary, a total hysterectomy is best if 
it will not greatly increase the risk. 

In certain well-defined cases the use of radium 
must be considered, but it must never become 
a competitor of surgery. Radium is especially 
valuable in the large and important group of 
cases in which the patient’s general condition 
forbids an operative procedure of any magnitude. 

Theilhaber, Jaschke, Bevan, and others have re- 
cently drawn attention to the importance of con- 
servatism in the treatment of the retroflexed 
uterus. Jaschke points out that the retroflexed 
mobile uterus produces no characteristic symp- 
toms and little or no distress, a fact that has not 
been widely recognized. 

When symptoms referable to the uterus are 
present, they are inevitable signs of a compli- 
cating condition which may be located anywhere 
in the lower abdomen. It is therefore evident 
that operations for the correction of retroflexion 
should be undertaken only after a most careful 
investigation. 

The entire subject of ovarian transplantation 
has been revised and brought up to date in a very 
comprehensive manner by Martin. Particular 
reference is made to the extensive studies of 
Tufher and Bell. The operations of homografting 
and heterografting have not given results of any 
moment. 

After very careful sifting of the evidence, 
Martin concludes that in a certain number of 
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cases, and especially if the graft retains its vitality 
in the new environment, autotransplantation of 
ovarian tissue as at present carried out retards 
and modifies the symptoms of the artificial meno- 
pause which is usually precipitated by castration. 
He emphasizes the fact that homotransplants and 
heterotransplants are failures. As the same tech- 
nique is used in these as in autotransplantations, 
there appears to be a definite antagonism between 
the tissues of different individuals of the same 
species. 

Occasional reports of successful homotrans- 
plants and heterotransplants encourage the hope 
that in some way this antagonism of tissue will 
be ultimately overcome and more successful 
work will be done because of the greater preci- 
sion that would be possible in the selection of 
more normal tissues. 

Following up the work of Stein and Stewart 
on the establishment of pneumoperitoneum as a 
method of abdominal diagnosis, Rubin devised a 
method of diagnosing the cause of sterility by in- 
sufflation of the fallopian tubes. The determina- 
tion of the patency of the fallopian tubes has 
hitherto been possible only by direct evidence ob- 
tained by laparotomy. In the establishment of 
the prognosis and the regulation of treatment an 
accurate knowledge of the patency of the tubes 
is unquestionably of importance. 

The Rubin test must be used with care and a 
proper regard for asepsis, and only as a part of a 
general investigation of a complex condition. The 
fact that it has become an established practice 
of considerable value is evident from the volu- 
minous literature on the subject and the excel- 
lent reports of von Graf, Peterson, Rongy and 
Rosenfeld, Novak, and others. 

In the period under review, many changes have 
taken place in almost every phase of gynecology. 
Our conceptions of the physiology of the pelvic 
organs have become modified. The influence of 
the work of Hitchmann and Adler on the cyclic 
changes of menstruation has been widely recog- 
nized, and the proper relationship of the ovary 
to the function of the pelvic organs is slowly being 
established. Recognition of the importance of 
preserving ovarian tissue is evident in the present- 
day conservatism in the treatment of pelvic infec- 
tions, the comparatively small number which are 
subjected to operation, the preservation of one 
or both ovaries in hysterectomy for fibromyo- 
mata or for other conditions, and attempts at 
transplantation of the ovary. 

Maintenance of function is today the highest 
ideal of surgery and dominates all operative pro- 
cedures on the pelvic organs. 
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\ GLANCE AT UROLOGY DURING THE PAST TWENTY YEARS 


By LOUIS E. SCHMIDT, 


\ an attempt to give a general retrospective 

survey of the progress of urology since the 

heginning of the present century it might be 
well to remark at once that no arbitrary limits, 
such as dates or periods, can be postulated when 
speaking of progress. Progress must be counted 
rather from the advent of certain great discoveries 
which form the milestones of advance in every 
science and stand out as landmarks orientating the 
direction in which progress is to be made. 

The most important event in the history of 
modern urology was unquestionably the perfection 
of the cystoscope by Nitze in 1879. It was a re- 
markable coincidence, so far as urology is con- 
cerned, that the cause of gonorrhoea, the neisserian 
diplococeus, was discovered in the same year. And 
it was of great importance for urological thera- 
peutics that both of these great discoveries were 
made in the era of listerian antiseptic surgery. 

Although these factors of progress are outside 
of the period embraced in this retrospect, it is im- 
possible to exclude them from it because a great 
deal of our progress during the past two decades 
may be summed up as refinements of diagnosis 
and therapeutics due to a better understanding of 
the pathological processes in the genito-urinary 
tract made possible by endoscopy and a knowledge 
of the vagaries of the pathogenetic agents con- 
cerned. 

The urethroscope is another instrument that 
has aided progress in urology, the refinements 
made in this as well as in the cystoscope in the last 
twenty-five years having led to precision in in- 
vestigation and the correct interpretation of the 
pathological pictures observed in the bladder and 
urethra. 

With the great spread of specialism in medical 
and surgical practice after the beginning of the 
twentieth century, it became imperative for the 
field of urology to be restricted to specialists. 
This field embraces a knowledge of the effects of 
systemic disease on the genito-urinary tract and 
vice versa. Its ramifications are so diverse that, 
in order to make a correct diagnosis and institute 
the proper treatment, the urologist of today must 
le a well-qualified general practitioner. 

!t can be said with truth that one of the greatest 
advances in urology has been this creation of the 
urological specialty in medical practice. But there 
is more: the extended knowledge gained by the 
urological specialist has permeated to the general 
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ranks of medical practitioners, enabling the latter 
to trace many systemic conditions to disturbances 
in the genito-urinary tract and to detect patho- 
logical processes within the tract itself and refer 
them to the urologist at an early period when they 
can be handled with a reasonable expectation of 
cure. Cystoscopic, urethroscopic, blood, smear, 
and cultural examinations and functional tests 
of the kidney are not confined to the urologist, 
but are within the scope of every practitioner, and 
are often factors which save life. 

The importance of the early recognition of dis- 
ease is especially evident in renal tuberculosis. 
Statistics from the Wildbolz Clinic at Bern bear 
out the well-known fact that early diagnosis and 
correct surgical treatment give results that are 
marvelous as compared with those formerly ob- 
tained. 

Factors in the progress of urology, especially 
the domain of diagnosis, which can justly be con- 
sidered products of the past twenty years are: 
ureteral catheterization; the evaluation of kidney 
function, including the blood chemistry; pyelog- 
raphy and ureterography; and cystoradiography. 

All of these procedures give such definite and re- 
liable findings that it may be said they have to a 
large extent obviated the use of clinical methods 
in arriving at a diagnosis and are today indispen- 
sable. 

Catheterization of the ureters in the male was 
not practical until the Albarran modification of 
the Nitze catheterization cystoscope was intro- 
duced. Today, the procedure is almost routine. 
Besides permitting a correct diagnosis, it has 
revolutionized the treatment of infected hydro- 
nephrosis and of certain types of pyelitis. 

The value of kidney efficiency tests in con- 
nection with operations, especially nephrectomy, 
but including all operations on the urinary tract, 
need not be dwelt upon. The first truly important 
efficiency test, the indigo-carmine test, was intro- 
duced by Voelcker and Joseph in 1903. The 
methylene-blue test was devised by Achard and 
Castaigne in 1897. Rowntree and Geraghty de- 
scribed the phenolsulphonephthalein test in 1g1o. 

When for any reason these tests cannot be ap- 
plied we can fall back upon the Ambard constant, 
a numerical method of calculating the threshold 
of urea in the blood and urine as a criterion of 
renal efficiency. This method was elaborated in 
1911. Among other procedures employed to deter- 
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mine renal function is the concentration and 
dilution test of Mosenthal. The blood chemistry 
technique developed by Folin and Dennis in 
the past decade has been of great value in investi- 
gations of the amounts of various substances in 
the blood in both health and disease. In patho- 
logical conditions a definite knowledge of these 
amounts allows a more correct prognosis and 
determines whether operative procedures may be 
considered. Blood cryoscopy, recommended es- 
pecially by Kuemmel in the early part of this 
century, has fallen into disuse, but in the writer’s 
opinion it is a valuable, easily carried out, and 
quick method by which to reach definite con- 
clusions regarding the total retention of products 
in the blood and the state of renal function. 

Roentgenological exploration of the urinary 
bladder after it has been filled with a substance 
opaque to the X-rays is another development of 
recent years which has been of great aid in the 
visualization of pathological conditions. A roent- 
gen examination is especially valuable when cys- 
toscopy is impossible, very difficult, or unsat- 
isfactory. It will reveal the number, size, and 
location of bladder diverticula, and when the 
presence of a large tumor or when some other 
condition in the bladder renders cystoscopy use- 
less it is indispensable. The importance of the 
progress made in the diagnosis of bladder diver- 
ticula will be evident when we consider that, ac- 
cording to Judd and Scholl, the mortality due to 
the condition in 1894 was over 83 per cent. At 
that time the condition was usually discovered 
only by accident. In rgro, either with or without 
operation, the mortality was 75 per cent. Today, 
when the diagnosis can be made comparatively 
early and easily, the operative mortality is about 
8 per cent. The operative procedure of Geraghty 
and that of Young have made it possible to con- 
sider surgical treatment in cases in which more 
radical operative measures are contra-indicated. 

The use of the roentgen ray has perhaps been 
the most definite and useful procedure in the 
diagnosis of conditions of the genito-urinary tract 
during the past twenty years. 

As an aid to roentgen diagnosis, Tuffier, in 1897, 
suggested the introduction of an opaque catheter 
from above at the time of operation. In the 
clinical application of this method, reported by 
Kolischer and the writer in 1901, the course of the 
ureter, the situation and size of the renal pelvis, 
and the location of shadows were determined by 
means of roentgenograms made after the intro- 
duction of a ureteral catheter containing a fused 
wire. The original monograph and its illustrations 
demonstrate the value of this procedure especially 


in problems of differential diagnosis. The method 
has been little changed and is today considered 
indispensable in the diagnosis of doubtful cases, 

In 1906, Voelcker and von Lichtenberg advo- 
cated the use of colloidal silver as a fluid opaque 
medium. By this means they were able to produce 
satisfactory pyelograms. Since then, other agents 
have been recommended. In 1918, Cameron sug- 
gested the use of sodium iodide, and Weld, the 
use of sodium bromide. These have given univer- 
sal satisfaction and usually have been without 
detrimental effects. 

Pyelography is of distinct value in clinching 
the diagnosis of certain pathological processes 
such as hydronephrosis, renal tumors, and 
ureteral calculi, which are not clear from the clin- 
ical symptoms and ordinary roentgenograms. Ab- 
normalities in the size and contour of the renal 
pelvis and especially the size and exact position of 
ureteral and pelvic calculiare revealed by it. Renal 
neoplasms are demonstrated before they can be 
palpated or cause cardinal clinical symptoms. 
To the experienced eye, the pyelograms of various 
conditions are characteristic and make the differ- 
ential diagnosis easier and more accurate. 

The method of pneumoperitoneum also deserves 
notice in connection with investigations of the 
kidney, but is still too new for any definite opinion 
as to its ultimate value. The pneumoradiography 
of Rosenstein, which consists of admitting oxygen 
around the kidney, has not yet been generally 
accepted. 

The use of spinal, paravertebral, sacral, and 
other types of anzsthesia must be regarded as 
a distinct advance in urological surgery. The 
question of anesthesia is perhaps of more im- 
portance from the point of view of the genito- 
urinary tract than from that of other anatomical 
regions because in genito-urinary diseases the 
urine is often very septic and the kidney elimina- 
tion is faulty. Old men with a prostatic condition 
often have a weak heart, a pulmonary condition, 
or some other complication, and are not good risks 
for general anesthesia. Spinal, paravertebral, 
sacral, and other types of regional anzsthesia 
have been perfected during the past ten years, 
but spinal anesthesia has been used for more than 
twenty years. 

Investigation of the bacterial origin of many 
diseases of the genito-urinary tract has received 
a decided impetus during the past twenty-five 
years. Since 1898, Albarran has shown the 
primordial réle of pyogenic bacteria in these con- 
ditions, but more definite evidence has been ob- 
tained from the experimental investigations of 
Rosenow and Meisser who have demonstrated 
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that, in animals, certain streptococci form definite 
foci of infection, have a predilection for localiza- 
tion in the urinary tract, and are possibly im- 
portant factors in urinary lithiasis and _pyelo- 
nephritis. In this respect also the findings of 
Rovsing are very interesting. During the past 
twenty-nine years Rovsing has treated 716 cases 
of kidney and ureteral calculi. Of the 589 of these 
in which a bacteriological examination was made, 
only 276 were sterile; the others showed one or 
more types of organisms. 

The relation of bowel organisms, especially the 
bacillus coli, to urinary tract infections has been 
always a subject of great interest to urologists. 
Recent experimental work by David and McGill 
has proved that bacteria can pass from the normal 
bowel to the mesenteric glands and reach the uri- 
nary tract from these glands probably through the 
blood stream. There appears to be no doubt that 
organisms can pass to the urinary tract from the 
bowel. 

Space will permit only a brief reference to some 
of the numerous improvements in the past twenty- 
five years in surgical and other methods of treat- 
ing diseases of the genito-urinary tract; indeed, 
only the most important of the improvements can 
be mentioned. 

Randall and Lowsley’s autopsical investiga- 
tions on median bars and other bladder neck ob- 
structions have been of great value in calling at- 
tention to the frequency and importance of these 
conditions. Equally important were the investiga- 
tions of Tandler and Zuckerkandl on hypertrophy 
of the glands of Albarran at the vesical neck in 
association with hypertrophy of the prostate. 
The anatomical investigations of Lowsley have 
taught us much regarding the development of 
cancer and so-called hypertrophy of the prostate 
gland. The information gained from all of these 
reports has been of great aid in the establishment 
of diagnostic points and operative procedures. 

The fulguration of bladder tumors with the 
high-frequency current through the cystoscope, 
especially with the technique of Beer, has been a 
distinct advance in the treatment of this type of 
disease. Doyen, in 1907, first advocated electro- 
coagulation of bladder tumors, and Nagelschmidt, 
in 1g08, constructed an apparatus for the treat- 
ment. In 1910, Beer introduced the method of 
destroying tumors by high-frequency currents 
through the catheterizing cystoscope. The use of 
this procedure for the destruction of papillomata 
of the bladder represents the greatest surgical ad- 
vance in the treatment of genito-urinary diseases. 

Kolischer and the writer in 1908 introduced 
surgical diathermy for the destruction of inopera- 
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ble malignant neoplasms of the bladder and pros- 
tate. Much has been done since then, and the 
method as developed today is indispensable in the 
treatment of malignant neoplasms. 

Failure to mention the use of radium in the 
destruction of malignant tumors would certainly 


be an error. While it must be stated that 
radium, deep X-ray therapy, and surgical dia- 
thermy have not proved satisfactory in every 
case, whether they were applied singly or com- 
bined, it must be admitted that in some instances 
brilliant results have been reported for all of 
them. As yet, the dosage, the method of applica- 
tion, and other technical details have not been 
placed on a sufficiently accurate basis to indicate 
definitely which method will bring about the 
best results, but, when a radical operation is 
impossible, these methods should be considered. 
Pre-operative and postoperative irradiations have 
undoubtedly been of great aid in obtaining satis- 
factory end-results. 

In the treatment of many diseases, including 
gonorrheeal urethritis and complications in the 
male as well as in the female, medical diathermy 
has frequently given apparently satisfactory re- 
sults. 

Improved operative techniques in connection 
with the treatment of bladder incontinence in 
women may also be referred to here. These in- 
clude the Goebell-Stoeckel-Frangenheim method 
of pyramidal fascial plastics; the Franz method of 
levator ani plastics; the Wertheim-Freund method 
of vesicovaginal interposition of the uterus; and 
Ruebsamen’s method of implanting the uterine 
cervix in the anterior fossa of the levator. Pousson 
and Marion introduced the surgical treatment of 
nephritis. In regard to nephrectomy there can be 
little doubt but that the mortality results in cases 
of renal tumors has been greatly reduced during 
the past twenty years and that the immediate 
and remote results of the operation have been 
greatly improved. Kuemmel reported that the 
mortality of his nephrectomies was reduced from 
28 to 5 per cent. The improvement in results is 
due, not alone to the determination of kidney 
efficiency, but also to technical improvement in the 
operative procedures. In the last ten years the 
excelleni results obtained from early nephrectomy 
in cases of renal tuberculosis have led to the 
general recognition of this condition as an indi- 
cation for the operation. Today, the immediate 
operative mortality does not exceed 5 per cent as 
compared with 4o per cent in the early days. 

The value of nephrectomy in tuberculosis of 
the kidney is made evident by the statistics 
published by Judd and Scholl from the Mayo 
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Clinic. Postoperative data were obtained in 611 
of 803 cases. Of the 611 patients, 58 per cent were 
completely cured for an average of four years and 
only ro per cent still complain of some urinary 
trouble. The operative mortality was 2 per 
cent. 

During recent years our knowledge of papillary 
carcinomata of the kidney has also been greatly 
increased. Not long ago the subject was discussed 
by Foulds and by Scholl from both the patho- 
logical and the clinical standpoints. The malig- 
nant degeneration of kidney and bladder growths, 
long considered benign, is a matter of the greatest 
importance in urinary tract pathology. 

The surgery of urinary tract calculi forms an im- 
portant part of the practice of every urologist. An 
advance of recent years in the treatment of calculus 
of the kidney pelvis and ureter is the non-surgical 
removal of such calculi by dilatation of the ure- 
ter. ‘The dislodgement of the stones can be ef- 
fected by manipulations of the ureteral catheter. 
Another problem in connection with calculus is 
the possibility of dissolving urinary stones. 
Crowell recently reported a case in which cystin 
stones in both kidneys became completely dis- 
solved after continued alkalization treatment and 
pelvic lavage. 

Perineal prostatectomy was first described by 
Albarran in tgor and elaborated by Young in 
1903. The suprapubic method was first described 
in the United States by Fuller in 1905, and later 
in England by Freyer by whose name the method 
is known. However, Belfield, in 1888, first sug- 
gested and carried out a partial suprapubic 
prostatectomy. Young’s radical operation for 


cancer of the prostate represents one of the most 


important advances in the domain of genito- 
urinary surgery. 

Recently Liebig has reported important de- 
creases in the mortality of all types of prostatec- 
tomy. The results are summarized in the following 
table: 


TYPES OF PROSTATECTOMY 


Type of operation Number Deaths Per cent 
Perineal removal (statistics of 20 
surgeons) 
SES 00 2086..... 00000. 279 20 I 
1917 to 1922. 759 22 ) 
Ischiorectal (statistics of 5 sur- 
geons) 
1912 to 1916...... : i 407 21 - T 
Suprapubic, single stage (statis- 
tics of 15 surgeons) 
ET re 2958 248 5 
1917 to 1922... rary ‘ 2379 189 7.9 
Suprapubic, two- stage 
et d,s 276 28 
Ig17 to 1922 . 3 5°07 22 
Total > pag ope ‘rations. . 6120 187 
Grand total... . 7505 559 


In 1906, Chevassu described his subperitoneal 
enlarged radical castration for cancer of the 
testicle which has resulted in a more or less 
durable cure in 60 per cent of the cases whereas 
the results previously obtained from simple castra- 
tion were very poor. Chevassu removes the 
lympho-ganglionary pedicle. In the latest series 
of cases of teratoma testis which have been re- 
ported by Hinman and associates, a radical opera- 
tion resulted in a cure in 35 per cent as compared 
with a cure in only 15 per cent following the 
previous simple castration methods. Other im- 
portant contributions to urological surgery in- 
clude Escat’s epididymotomy for gonorrhceal 
epididymitis in 1903, Belfield’s injections into the 
deferent canal and seminal vesicles in 1905, and 
Sequen’s urethral plastics in 1920. 
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nite progress during the past twenty years. 

Toa considerable degree this has been due 
to the experiences of the world war, especially 
in the treatment of fractures near or into joints 
and in the surgery of osteomyelitis and of war 
wounds likely to result in deformities and dis- 
abilities. The treatment of fractures has been 
very well established, and splints and splinting 
have been simplified, perfected, and standardized. 
Complete functional restoration in the shortest 
possible time has become the slogan. The im- 
portance of early treatment has been emphasized. 
The education of the student and general prac- 
titioner has improved. There is less fear of 
jerjorming an open osteotomy. Various commis- 
sions have been appointed by the American Ortho- 
pedic Association for the investigation of impor- 
tant subjects, such as stabilizing operations on the 
foot and the treatment of scoliosis and congeni- 
tal dislocation of the hip. 

Certain pathological conditions which were 
thought to be tuberculous, such as Legg-Calvé- 
Perthes disease of the hip, have been classified 
as separate entities. 

Orthopedic surgery has found its proper place 
in the medical curriculum and in hospital work. 
The war helped materially in defining its position 
both as a specialty and as an integral part of 
medicine and surgery in general. 

Among the newer diagnostic aids is the Potter- 
Bucky diaphragm for improving roentgenograms. 
The fluoroscope and its special medifications, such 
as bonnets, have been improved. Electrodiag- 
nostic apparatus has been devised. The moving 
picture machine is now used to obtain permanent 
records of gaits before and after treatment, and 
has proved of great aid in teaching institutions. 
Guinea-pig inoculation tests, biopsy tests, sero- 
logical, histological, and bacteriological studies 
have become more valuable, but tuberculin tests 
have lost favor. 

Improved physiotherapeutic, phototherapeutic, 
and hydrotherapeutic measures have come into 
use. Diathermy has been established as a valu- 
able method of treating certain bone, joint, mus- 
cle, and ligamentous conditions, acute and chron- 
ic. Radium and roentgenotherapy have become 
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of importance in a fairly large number of condi- 
tions. 

In cases of congenital defects the trend has 
been toward as early treatment as possible. Opera- 
tions causing minimal trauma are recognized as 
preferable to forcible manipulations. With re- 
gard to congenital dislocation of the hip there is 
much discussion concerning the relative merits of 
non-operative and operative treatment. Among 
others, Lorenz, Ridlon, Denuce, Calot,and Adams 
advocate non-operative treatment, and Sherman 
and Galloway the open operation. 

Two very important advances in the treatment 
of tuberculous disease of bones and joints are 
heliotherapy and operative immobilization of the 
diseased area. Heliotherapy as given at the Rol- 
lier Institute at Leysin, Switzerland, has proved 
so effective that numerous similar institutions 
have been established throughout the world, the 
number of solaria has greatly increased, and in 
regions where there is little sunlight irradiation 
from special lamps is used as a substitute for the 
rays of the sun. 

Valuable contributions to the operative treat- 
ment of tuberculous bone and joint disease were 
the operations of Hibbs and Albee. In the Hibbs 
spinal fusion operation, described in 1911, all soft 
tissue is removed from the spinous processes, 
laminz, and pedicles, and the cartilage is removed 
from the articular facets. Osteogenetic foci are 
gouged from the laminz and the spinous processes 
are split, one half being turned upward and the 
other half downward. The bone chips are then 
approximated to prevent soft-tissue interposition. 
Fusion with immobilization of the spine results. 

In the Albee operation a massive tibial graft is 
inserted into the split spinous processes and fixed 
by kangaroo sutures. Many surgeons have sub- 
stituted boiled beef bone for human bone. 

The Albee operation furnishes a bone splint of 
the spine, while the Hibbs procedure establishes 
numerous osteogenetic foci. As a supplement to 
the Hibbs operation, the writer has proposed the 
addition of two osteoperiosteal grafts taken from 
the tibia. Others have used beef bone chips or 
two massive tibial grafts. 

Hibbs has suggested also fusion of the knee and 
other joints. The shoulder, elbow, wrist, sacro- 
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iliac articulation, hip, and ankle may be fused 
more or less successfully. 

In the treatment of infantile paralysis great 
progress has been made from the orthopedic 
standpoint in both the non-operative and the op- 
erative correction of the resulting deformity and 
disability. An important advance followed the 
teachings of Lovett on the care indicated during 
the acute, convalescent, and chronic stages. The 
operative treatment has been standardized very 
well into tendon, muscle, bone, and joint surgery 
by the excellent work of Sir Robert Jones, Codi- 
villa, Lange, Whitman, Gallie, Davis, Willard, 
Biesalski, Mayer, Soutter, Ryerson, Steindler, 
Hoke, and Legg. 

Silk ligaments have been supplanted to a large 
extent by tendon transplantation. Various meth- 
ods of tenodesis or tendon fixation have been 
found effective, especially when they are supple- 
mented by partial arthrodesis. 

Arthrodesis of various types has proved effec- 
tive for the correction of deformities of the spine, 
shoulder, elbow, wrist, hip, knee, and ankle, and 
the bones of the foot. Nerve operations are still 
in the experimental stage. 

Scoliosis has been attacked by: (1) forcible cor- 
rection with maintenance of the correction by 
plaster casts or braces, or (2) the Hibbs spinal 
fusion operation, the Albee bone-grafting opera- 
tion, or the Forbes modification of the Hibbs 
operation. These operations may be performed 
immediately or after corrective treatment, or, 
in the case of the Hibbs and Forbes operations, as 
a preliminary to further corrective treatment. 

In 1911, Abbott proposed a rapid method of 
correcting scoliosis by the application of plaster 
casts with the patient suspended on a canvas 
hammock. In this procedure the patient was 
placed in the supine position and flexion of the 
spine was obtained by suspending his head and 
legs. Lateral pressure bands were then used over 
thick felt pads which were applied to the convexi- 
ties. Over the concavities of the body, negative 
window spaces were cut in the cast. This method 
was very severe and failed to give the desired 
results. Recently, Lovett and Brewster have ad- 
vocated the use of the hinged turnbuckle cast first 
suggested by von Lakum of the Hibbs clinic. 

In the treatment of spastic paralysis many pro- 
cedures have been employed during the past two 
decades. In 1907, Foerster proposed intraspinal 
section of the posterior nerve roots dorsal to their 
ganglia. In this operation the dura was exposed 
by a preliminary laminectomy, the posterior 
nerve roots were identified, and the third, fourth, 
and fifth lumbar roots and the first and perhaps 


the second sacral roots were divided. Recently 
Foerster advocated sparing the third root. In the 
upper extremity he divides the four lower cervical 
roots and the first dorsal. This is a severe and 
very difficult operation. In 1911, Stoffel proposed 
partial neurectomy of the peripheral nerves sup- 
plying the spastic muscles. He described the in- 
ternal topography of the nerves and stated that 
it is constant. He stimulates the separated bun- 
dles electrically, and if they are found to supply 
the spastic muscles, he resects them. 

Recently, very valuable articles on spastic paral- 
ysis have been published by Gill, Dickson, and 
others. 

In 1923, Sharpe recommended repeated lumbar 
punctures in all newborn infants showing symp- 
toms of cerebral irritation or increased intracranial 
pressure with hemorrhagic spinal fluid. 

In 1924, Royle and Hunter of Sydney, Austra- 
lia, revived the theory of the dual innervation of 
skeletal muscle, and Royle advocated the opera- 
tion of cervical and lumbar sympathetic rami- 
section. With the belief that the increased “ plastic 
tone” manifested by spastic muscles is due to im- 
pulses transmitted through the sympathetic rami, 
he cuts or avulses these structures. In the cervical 
region the rami to the brachial plexus are de- 
stroyed. In the lumbar region the rami opposite 
the second, third, and fourth sympathetic seg- 
ments are cut or avulsed and the sympathetic 
cord is severed below the fourth lumbar ganglion. 
When contractures have occurred this operation 
must be supplemented by muscle and tendon 
surgery, and neuromuscular education and re-edu- 
cation must be carried out. Kanavel, Pollock, and 
Davis were unable to confirm the work of Royle 
and Hunter, either experimentally or clinically. 

Progress in military orthopedic surgery received 
a strong impetus during the world war. The 
most important advances were made in the treat- 
ment of fractures and osteomyelitis, the preser- 
vation of form, the restoration of function, and 
the standardization of the position of election 
in ankylosis of various joints. Peripheral nerve 
surgery as related to bone and joint surgery 
was a very important phase of operative treat- 
ment during the war. Artificial limbs were greatly 
improved, this being true particularly of substi- 
tutes for the upper extremity. The cinematic 
amputation is a decided advance in method. 

Standardization of splints has been attended 
by signal success because of the efforts of military 
orthopedic surgeons, and especially of Sir Robert 
Jones. For both military and civil practice the 
number of splints has been decreased. The splints 
used today are simpler in construction and appli- 
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cation. Their principles, application, and man- 
agement are on a sound basis. 

In the treatment of fractures, the important 
contributions were: (1) the immediate immobiliza- 
tion of fractures summed up in the slogan “ Splint 
‘em where they lie,” the treatment of shock, and 
the careful transportation of the injured; (2) 
early reduction and maintenance of reduction ; and 
(3) as early massage and movements of the af- 
fected parts as is safe. 

The treatment of compound fractures consisted 
in the early careful removal of all contaminated 
tissue and detached bone. The best results fol- 
lowed the best surgical operation. When Dakin- 
Carrel treatment supplemented a good operation, 
excellent results were obtained. The use of anti- 
tetanus serum became routine in compound 
fractures. 

The treatment of osteomyelitis consisted of a 
thorough chiselling and curetting of the bone and 
thorough drainage. This, followed by Dakin-Car- 
rel treatment, was routine. 

It was very definitely proved during the war 
that in ankylosis there is an optimal position for 
each joint. In the wrist this is moderate dorsi- 
flexion. In the elbow, it is flexion of go degrees 
if the ankylosis is unilateral, and flexion of 70 
degrees in one arm and 110 degrees in the other 
arm if the ankylosis is bilateral. In the shoulder, 
it is moderate abduction and forward flexion. In 
the knee, flexion of ro degrees is best if the anky- 
losis is complete, and extension is best if the 
ankylosis is incomplete. The ankle should be fixed 
at a right angle without lateral deviation. The 
hip should be flexed if the patient’s occupation 
requires sitting, but if prolonged standing is nec- 
essary, flexion is not desirable. 

In cases of fracture the improved fluoroscope 
has proved invaluable in the diagnosis and should 
be used in reduction whenever possible. In the 
treatment, the various types of overhead sus- 
pension—Balkan frame, Rainbow frame, etc.— 
are used extensively. 

Whitman’s abduction treatment of fracture of 
the neck of the femur continues to give the most 
satisiactory results of any treatment. 

Many surgeons have abandoned skin traction 
for skeletal traction. Among the various devices 
used to obtain skeletal traction are the Ranso- 
hofi, Besley, Pearson, and Hoglund tongs, and the 
Steinmann, Finochetti, Chutro and Hawley pins. 

During the past decade, delayed ulnar palsy 
has heen given considerable attention, especially 
in America. 

In osteomyelitis occurring in civil life advances 
have been made in the prophylactic or early 


treatment on the basis of Starr’s method of drill- 
ing several holes in the diaphysis close to the epi- 
physeal line to establish drainage and prevent 
extension of the process to the shaft. 

In the reconstruction surgery of bones the most 
important condition is pseudarthrosis. In the 
treatment of pseudarthrosis notable advances 
have been due to the work of Lane, Delageniére, 
and Albee. Lane proposed the application of 
metal plates and screws by aseptic no-hand- 
touch technique. In other methods, use is made 
of beef-bone pegs (Ryerson), plates, and screws; 
ivory pegs (Magnuson), plates, and screws; cel- 
luloid pegs; Parham-Martin bands; and various 
types of bone clamps. Delageniére modified and 
perfected the technique of the application of the 
Ollier osteoperiosteal graft. This graft is of value, 
not because of any splinting properties, but because 
of its high osteogenetic action. The Albee massive 
inlay or sliding graft has relatively slight osteo- 
genetic properties, but is of great value as an in- 
ternal splint. A combination of the two is ideal. 

Osteogenesis has been recently studied more 
carefully by means of roentgenograms and mi- 
croscopical and clinical material, and is now much 
better understood than ever before. 

Industrial orthopedic surgery, whether carried 
out by the industrial, the general, or the ortho- 
pedic surgeon, has come to occupy a definite place, 
both as prophylactic and as corrective treatment 
of conditions involving the hip, knee, ankle, foot, 
shoulder, elbow, wrist, hand, and back. 

Internal derangements of the lumbo-sacro- 
iliac region are now receiving attention. In prop- 
erly selected cases, ankylosing operations in this 
area have been very successful. These operations 
are the Albee bone graft, the Hibbs fusion opera- 
tion, and the Smith-Peterson bone graft. 

In the treatment of flat-foot and metatarsalgia 
the trend is away from metal plates or “crutches” 
and the substitution of supports made of resili- 
ent material, special exercises, massage, contrast 
baths, and the wearing of modified shoes. For 
extreme cases, operative procedures have been re- 
cently advocated by Lowman and Lord. Bunion 
operations are being limited to the Mayo type of 
resection of the metatarsal head, removal of the 
excrescence and a portion of the head (Porter), and 
various plastic operations such as that of Silver. 
The Keller operation has found much favor. 

Arthritis is another condition that has been 
studied intensively during the past two decades. 
Notable contributions on this subject have been 
made by Rosenow, Davis, Billings, Miller, Gold- 
thwaite, Pemberton, and others. The etiology and 
pathology are becoming more thoroughly under- 
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stood, and the treatment improved. Rosenow, 
Davis, and Billings emphasize focal infections as 
the causative factors. In Pemberton’s opinion, 
the carbohydrate metabolism is of great impor- 
tance. Barrows and Ely believe that the amoeba 
is a factor. With regard to treatment, Gold- 
thwaite emphasizes the value of posture, hygiene, 
and the correction of metabolic disturbances. In 
acute and subacute cases Miller has found that 
improvement results from the intravenous in- 
jection of a foreign protein such as typhoid vac- 
cine, peptone, or milk. 

Recently, excellent papers by Swett, Campbell, 
Dickson, and Steindler have appeared on the 
operation of synovectomy of the knee joint. 

Arthroplasty or the mobiiization of ankylosed 
joints is a product of the last twenty years. As 
early as 1826 Barton performed resection of joints 
to produce motion. In 1860, Verneuil interposed 
muscle and fascia in the treatment of temporoman- 
dibular ankylosis, but it was not until the work 
of Murphy in 1915 that arthroplasty began to as- 
sume its proper position. Murphy reported twelve 
cases of hip, knee, and elbow arthroplasty in which 
a pedunculated flap of fascia, fat, and muscle was 
used. In 1909, Baer reported four unsuccessful 
cases of arthroplasty in which he used cargile 
membrane. Subsequently he used chromicized 
pig’s bladder with very good results. Others who 
have contributed to the improvement of arthro- 
plasty are Sir Robert Jones, MacAusland, Putti, 
and Ryerson. Better results are obtained in the 
temporomandibular, elbow, and wrist joints than 
in the hip or knee. 

Internal derangements of the knee have re- 
ceived considerable attention during the past 
twenty years, especially by Sir Robert Jones, 
who has supplemented the work of Hey. The re- 
cent work of Timbrell Fisher is excellent. Vari- 
ous incisions have been proposed by Jones, Fisher, 
Albee, and others. The split patella route is rec- 
ommended by those who believe that in many 
cases exploration of the entire knee joint is indi- 
cated for lesions of structures other than the 
semilunar cartilages. Among the notable contri- 
butions on the subject are those of Freiberg, 
Ridlon, and Henderson. As a diagnostic aid, the 
injection of gas into the knee joint has been ad- 
vocated by Kleinberg and very recently the use 
of an arthroscope has been proposed by Kreuscher. 

The diagnosis of malignancy of bones and joints 
has advanced as the result of co-operative study 
by the surgeon, roentgenologist, and pathologist. 
The treatment has been improved by early opera- 
tive procedures, proper operations, and supple- 
mentary radium and roentgen therapy. 


Syphilis of the bones and joints has been studied 
by Roberts and Frauenthal. These writers be- 
lieve its frequency is underestimated. 

Nutritional disturbances of bones and_ joints 
have received numerous excellent contributions 
during the past twenty years, notably those of 
Hess, Findlay, McCollum, Shipley, and Phem- 
ister. The factors in the etiology are understood 
more thoroughly and the treatment has been 
greatly improved. 

Direct sunlight and its various substitutes, 
vitamines, cod liver oil, phosphorus, and food fac- 
tors have been definitely established in the treat- 
ment. The orthopedic prevention or correction 
of deformities has been more carefully considered, 
and open operation is resorted to more frequently 
than closed manipulation, fracture, etc. 

Scurvy has become rare during the past decade 
as the result of the efforts of the pediatricians. 

The growth, development, and pathology of the 
epiphyses has come to be one of the most inter- 
esting subjects in orthopedic surgery. Legg has 
described a condition in the upper femoral epiph- 
ysis due to a combination of trauma and circu- 
latory disturbance. His work was followed by 
that of Calvé, Waldenstrom, and Perthes. A 
similar condition in the upper epiphysis of the 
tibia was described by Osgood and Schlatter; 
another in the tarsal scaphoid, by Koehler; an- 
other in the metatarsophalangeal region, by Frei- 
berg; another in the posterior epiphysis of the os 
calcis, by Sever; and another in the vertebral ep- 
iphyses, by Scheuermann. There is probally an 
analogous condition in the carpal scaphoid and 
the lower epiphysis of the tibia (Stern). Epiphyseal 
pathology occurring in children with endocrine 
disturbance has come to be fairly generally rec- 
ognized and its treatment has been definitely es- 
tablished. Bacterial invasions of the epiphyses 
are common, but yield to proper treatment. 

Rare conditions of the bones, joints, and mus- 
cles have been investigated and reported. To- 
day, the literature on these subjects is extensive. 

Vascular disturbances of the extremities have 
been studied very carefully by Buerger, Leriche, 
Brooks, and others. Leriche proposed the opera- 
tion of periarterial sympathectomy for certain 
blood-vessel conditions such as endarteritis o)lit- 
erans. Volkmann’s ischemic palsy has been found 
in cases not treated by casts or splints, a clis- 
covery proving that in some cases there is an in- 
ternal cause of the ischemia. 

Standardization of operations has made im- 
portant advances during the past two decailes. 
This is true especially of those performed on the 
foot, knee, hip, spine, shoulder, elbow, wrist, nd 





or 








hand. As a result of the excellent work of the 
commissions appointed by the American Ortho- 
pedic Association, stabilizing operations on the 
foot have been classified according to their values. 
Congenital dislocation of the hip has been investi- 
gated ina similar manner. 

Orthopedic apparatus has been simplified. 
Chief among the various types of orthopedic or 
fracture tables are the Hawley, Albee, McKenna, 
and Putti tables. The Abbott frame, which was 
originally designed for cases of scoliosis, is valu- 
able in the treatment of many other conditions. 
The Sayre head suspension and frame are found 
in every orthopedic department. Goldthwaite’s 
portable spine frame is in common use. Other 
pieces of apparatus include special traction de- 
vices, the Schwartz frame for tuberculosis of the 
spine or hip, the Hibbs table and the Bartlett- 
Bradford machines for the reduction of congenital 
dislocation of the hip, and the Hibbs frame for 
the application of body casts with the patient 
recumbent. 

Braces are being made of lighter material than 
twenty years ago. Materials permeable by the 
roentgen-ray are being employed with increasing 
frequency. Aluminum and its alloys are gaining in 
favor. Celluloid has its advocates, especially for 
spine, hip, knee, and foot braces. 

Various important instruments recently de- 
vised include the Albee, Geiger, Hoglund, Lang- 








LEWIN: ORTHOPEDICS IN THE LAST TWENTY YEARS 465 


worthy, and Moorhead motor-driven bone saws, 
laminectomy instruments, and Putti arthroplasty 
instruments. 

Special orthopedic hospitals have increased in 
numbers during the past twenty years, notably 
those sponsored or supported by the Shriners or 
Rotarians. In these, as in the orthopedic de- 
partments of the general hospitals, interns and 
nurses receive excellent training in orthopedic 
work. 

Plaster-of-Paris technique has advanced con- 
siderably. The general practitioner who has 
served an internship has learned the principles 
of plaster application. 

The value of a social service department as an 
aid in outpatient and hospital orthopedic practice 
cannot be overestimated. 

Numerous journals devoted exclusively to or- 
thopedic surgery have improved materially dur- 
ing the past two decades. 

Special orthopedic associations are found in 
many countries, and many sections of a country 
and several cities have their own orthopedic 
societies. 

In conclusion, it should be stated that while 
orthopedic surgery is a definite specialty, its co- 
ordination and interrelationship with medicine 
and surgery in general and with special branches 
such as pediatrics and neurology is of great im- 
portance and of mutual value. 
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ADVANCES IN ROENTGENOLOGY DURING THE LAST TWENTY YEARS 


By ADOLPH HARTUNG, M.D., Cuicaco 


FYNHE term “roentgenology” as a synonym 
for the scientific knowledge of the “X”’ or 
roentgen rays originated just twenty years 

ago, and scientific application of it commenced at 
about the same time. Before that, much of the 
work done was of an experimental nature to de- 
termine the diagnostic and therapeutic possibili- 
ties of the rays. The knowledge gained thereby, 
together with improved facilities and technique, 
made rapid progress possible, and roentgenology 
soon became a necessary adjunct to almost every 
branch of medicine and surgery. 

Twenty years ago the roentgen ray was gener- 
ally recognized to be of value in the diagnosis 
of fractures and dislocations and bone and joint 
disease, and in the detection and localization of 
foreign bedies and concretions in the urinary 
tract. It had been used extensively in chest ex- 
aminations, especially in connection with the 
heart. Its potential value in many other con- 
ditions was foreseen but not realized practically 
until later. Its use had amplified and in some in- 
stances modified prevalent conceptions of anat- 
omy, physiology, and pathology in the living 
organism. In therapy, empiric application was 
making way for rational use based upon the bio- 
logical action on tissues. The harmful effects of 
the X-ray had been abundantly noted, and meas- 
ures had been taken to obviate them. Limitations 
of anticipated usefulness had also been encoun- 
tered, especially in bactericidal action. 

Advance in diagnosis lay in the direction of 
improvement of apparatus and technique, the use 
of accessory agents to render radiolucent parts 
visible, and the development of greater diagnostic 
skill. In therapy, more exact knowledge of the 
biological action of the ray, the quantity and 
quality of it needed to produce a desired effect, 
and accurate means of measuring dosage were 
factors which required elucidation before the full 
measure of therapeutic efficiency could be de- 
termined. 

As regards apparatus, a signal advance was the 
introduction of the transformer or interrupterless 
type of machine to replace the static or induction 
coil then in use as a source of energy for the pro- 
duction of high potential currents. Snook per- 
fected such an outfit in the United States in 1907 
and popularized its use. With it, most of the 
troubles inherent in the older types of machines 
were eliminated and the production of suitable 


currents of desired voltage and amperage was 
accomplished. 

The next great improvement in point of time 
was the invention of the electron tube. The 
original type of Crook’s tube used by Roentgen 
had undergone many changes to adapt it to the 
various uses to which it had been put in pra: tice. 
However, all of these so-called “gas” or ion tubes 
were subject to marked variations of vacuum and 
penetration which rendered them very unsatis- 
factory for some purposes. The Coolidge (10) 
tube provided rays of any desired penetration and 
could be operated for long periods with very little 
fluctuation. This tube, together with the inter- 
rupterless machine, greatly simplified the tech- 
nical part of roentgenology and made possible 
certain standardizations of technique. 

Another epoch-making advance was the Potter- 
Bucky diaphragm. So-called vagabond rays were 
known to interfere materially with the distinct- 
ness of images on screen or plate, especially when 
thick parts of the body were being examined. 
Albers-Schoenberg (1) eliminated such rays in 
part by his compression diaphragm, and Bucky 
(6) devised a circular grid with a grating which was 
even more effective but had the disadvantage of 
showing crosslines. Potter (29) succeeded in 
eliminating the lines by using a moving grid of 
special construction. With his device, even the 
thickest parts may be roentgenographed satis- 
factorily and produce sharp images with much 
contrast. 

Coincident with these major improvements 
there were many lesser ones which added greatly 
to the effectiveness of the roentgenographic art. 
Intensifying screens, which came into use shortly 
after Edison (13), in 1896, demonstrated the 
fluorescence of calcium tungstate with roentgen 
rays, were gradually perfected so that the “ grain- 
ing” they caused was eliminated. They served 
to cut down the length of exposure to such an 
extent as to make instantaneous roentgenography 
possible. Improvement of photographic emul- 
sions and the use of duplitized films also made for 
greater speed and convenience. Stabilizers were 
devised which corrected fluctuations of current. 
Automatic time switches and rapid plate changers 
made possible accurate duplication of results and 
cinematography. Improved apparatus for stcre- 
oscopic work was devised. New methods ol 
determining penetration and of regulating and 
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measuring the current were developed. Numerous 
special devices were constructed to meet certain 
needs, and these added greatly to efficiency in 
examination. The technique, of course, had to 
advance with the advance in equipment. Expo- 
sures formerly requiring minutes could be made in 
seconds or even less time. The technical end of 
roentgenography gradually became a matter of 
mechanical precision. 

Among other advances of a technical nature, 
the localization of foreign bodies has made marked 
progress, largely because of the exigencies of the 
late war. The chief changes have been in the 
nature of simplification and adaptation of the 
older methods to meet special requirements; in 
the main, most of them are modifications of the 
principles put forth by Mackenzie Davison (23) 
in 1898. A device for the accurate localization of 
foreign bodies in the eye was constructed by 
Sweet (37) in 1904 and modified and improved by 
him a few years later. Stereoroentgenography, 
used extensively for localization in the earlier 
years, has lately been recommended for other pur- 
poses—notably, examinations of the head, chest, 
and gastro-intestinal tract, in which it has proved 
itself of considerable value. 

A procedure which has probably extended the 
diagnostic usefulness of the roentgen ray within 
the last twenty years more than any other is the 
use of contrast materials to render visible parts 
which are ordinarily radiolucent. The possibili- 
ties which this held forth were recognized early, 
but it was not until after the advent of rapid 
roentgenography that much of practical value 
was accomplished with it. Metal sounds had been 
passed into the paranasal sinuses and shown in 
situ. Metal-tipped bougies or tubes filled with 
small shot, mercury, or bismuth suspensions had 
been passed into the cesophagus to demonstrate 
obstructive lesions. The lower border of the 
stomach had been outlined with the aid of a wire- 
filled tube. Wire-filled or opaque ureteral cathe- 
ters were used not only to indicate the course of 
the ureters but also to help differentiate extra- 
ureteral shadows from urinary calculi. 

Air or gas distention was also used extensively. 
Attempts were made to visualize parts of the 
gastro-intestinal tract in this manner, but little of 
real value was ascertained thereby. In 1905, 
Robinson and Werndorff (32) insufflated joints 
and soft tissues with oxygen. Witteck (42), in 
1903, used air, and Burkhardt and Polano (7), 
in 1907, used oxygen to distend the urinary 
bladder. Later, von Lichtenberg and Dietlen 
(40) used oxygen in the pelvis of the kidney in a 
similar manner. Air or other gas in the peritoneal 
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cavity for roentgenodiagnostic purposes was first 
used in cadavers by Weber (41) in 1913, but 
Lorey (22), Meyer-Betz (24), Rautenberg (30) 
and Stein and Stewart (36) developed the methods 
clinically. In 1921,a method of surrounding the 
kidney with air was advocated by Rosenstein (33). 
Dandy (11), in 1920, distended the ventricles of 
the brain with air, and Jacobeaus (17), in 1921, 
used a similar procedure in cases of spinal tumors. 
The roentgenological aspects of artificial pneumo- 
thorax and pneumopericardium have also been 
given consideration within recent years. 

Opaque solutions were first used in cystography 
and pyelography by Voelcker and von Lichten- 
berg (39) in 1905 and 1906. At first, collargol 
was employed; later, argyrol, silver iodide, and 
solutions of thorium, and sodium and potassium 
iodides and bromides. Collargol was used by 
Gottlieb (15) to show the lumen of the uterus and 
tubes. Picker (28) and Belfield (4) used it to out- 
line the seminal vesicles. Brooks (5) injected 
sodium iodide solution into some of the distal 
arteries in living individuals and demonstrated 
their course. Sicard and Forestier (35) used lipio- 
dol for the diagnosis of lesions of the central 
nervous system. 

The value of bismuth suspensions in gastro- 
intestinal examinations was recognized as early as 
1896. Cannon (9) used them in animal experi- 
ments in 1902. Numerous workers had employed 
them in human beings, but it was not until after 
Rieder’s (31) publication of his method in 1904 
that they came into general use and yielded 
valuable results. Bismuth was later replaced in 
large part by other contrast materials, especially 
barium sulphate. Bismuth suspensions had been 
used also to outline the urinary bladder by Wulff 
(43) in 1904. In 1908, Beck (3) injected sinuses 
and fistulous tracts with a paste containing it to 
show their distribution and origin. Szily (38) 
and later Doub and Carter (12) used it in the 
lachrymal sac and duct for diagnostic purposes. 
It has been employed also to map out the various 
pneumatic sinuses of the head, mainly in experi- 
mental studies on cadavers. 

In all of the procedures mentioned the use of the 
contrast material is more or less of a direct me- 
chanical operation. In 1923, Osborne, Sutherland, 
Scholl, and Rowntree (26) used a different method 
to obtain the same results. They injected sodium 
iodide intravenously and were able to visualize 
the various parts of the urinary tract because the 
excreted urine contained a sufficient quantity of 
the iodide to render it opaque. Graham and Cole 
(16) demonstrated the gall bladder after the intra- 
venous injection of tetrabromphenolphthalein. 
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In diagnosis, the advance has been gradual, 
keeping pace with the advance in equipment and 
technique and being dependent upon accumulated 
observation and experience. In the course of the 
last twenty years much has been added by roent- 
genology to accuracy in the determination of 
definite lesions in the living. Knowledge of bone 
and joint disease has increased very materially, 
as has also the recognition of anomalies of de- 
velopment and the relative frequency of certain 
types of fractures. Some previously undescribed 
pathological conditions, such as Koehler’s (18) 
disease of the foot, have been disclosed by it, and 
coxitis juvenilis deformans has been recognized 
as a distinct clinical entity. Bone dystrophies, 
developmental changes with endocrine disturb- 
ances, and bone lesions associated with general 
diseases are some of the conditions in which the 
roentgen examination of the osseous system has 
furnished a great deal of new information within 
recent years. 

Much of the enthusiasm with which this method 
was hailed for examinations of the head for brain 
tumors has subsided, but the procedure has proved 
of definite value in cases in which the tumor itself 
has demonstrable variations of density or pro- 
duces definite changes in the skull. Hypophyseal 
tumors, especially, are now easily demonstrable. 
Many of the earlier findings on which stress was 
laid have been found misleading. Dandy’s ven- 
triculography (11) opened up a new field for in- 
vestigation, and the results obtained with it have 
amply justified its use in selected cases. 

Most of the information furnished by roent- 
genology in sinus investigations has been ac- 
quired within the last twenty years. Previously, 
some fairly good lateral views were available, but 
postero-anterior exposures, upon which most re- 
liance is placed relative to the paranasal sinuses, 
were first shown satisfactorily by Caldwell (8) 
in 1906. The method has proved of value in de- 
termining the size, shape, and location of the 
various sinuses as well as of pathological proc- 
esses in connection with them. Most of the 
advances recorded have resulted from variations 
of technique by which certain sinuses could be 
demonstrated more clearly or superposition could 
be avoided. Lange (20) in 1909 reported an 
oblique method for mastoids which has proved 
satisfactory. Dental roentgenography has pre- 
sented comparatively few advances in diagnosis, 
but its application has become very much more 
extensive since focal infection assumed its present 
importance. 

Intrathoracic conditions lend themselves par- 
ticularly well to roentgen examination because of 


the marked contrast in density of the various 
organs and the easy penetrability of the chest, 
Fairly good roentgenograms made in less than a 
second had been produced as early as 1899. Prog- 
ress has been based mainly upon greater facility 
in the correct interpretation of the various demon- 
strable shadows. In mediastinal examinations 
the method proved of increasing value for the 
recognition of tumors and aneurisms. The sub- 
sternal goiter with distortion of the tracheal 
shadow and the persistent or hypertrophied 
thymus are easily demonstrable thereby. Or- 
thodiagraphic methods for heart examinations 
introduced by Moritz (25) in 1900 were supple- 
mented and in part superseded by telercent- 
genography, as recommended by Koehler (19) 
in 1908. Advances have been made in the diag- 
nosis of fluid accumulations in the pericardial 
and pleural cavities and of adhesions subsequent 
to inflammatory processes. Accurate localization 
of disease within the lungs has been accomplished. 
Much information relative to primary and meta- 
static malignancy in the living has been obtained. 
Artificial pneumothorax studied roentgenologi- 
cally provides valuable data, especially when the 
method is under consideration as a therapeutic 
measure. 

In regard to gastro-intestinal lesions, a new era 
in diagnosis developed after Rieder’s publication 
of his opaque meal and enema method of roentgen 
examination. Attempts in this direction had been 
made previously, but practically nothing except 
position and emptying time had been determined 
with any degree of accuracy. Intensive studies of 
the tract provided a great deal of information and 
made the roentgen examination one of the prin- 
cipal aids in gastro-intestinal diagnosis. New 
conceptions of anatomy and physiology were 
formed, and conditions, such as diverticula, which 
formerly had been mainly curiosities discovered at 
autopsy, were shown in the living. Anomalies of 
position, strictures, ulcers of the stomach and 
duodenum, malignant and other tumors, and 
pathological functional activities such as spasm 
and stasis were demonstrable objectively. The 
presence of adhesions and such conditions as 
hernia, eventration of the diaphragm, and sub- 
phrenic abscess could be ascertained. The action 
of drugs on the colon was also studied by this 
means. 

Examination of the gall bladder yielded ut 
little information during the early days. Beck (2) 
and a few others had reported the finding of gall- 
stone shadows in a few cases. As roentgenographic 
technique was improved, the demonstration ol 
gall stones became more frequent, and some ob- 











servers claimed a high percentage of positive find- 
ings. George and Leonard (14) stated that from 
&< to go per cent could be thus shown. These men 
aided greatly in establishing the value of roent- 
genology in this field by calling attention to the 
possibility of visualizing the gall bladder when it 
is pathological, even when stones are not to be 
found. They and other observers described other 
signs such as adhesions, functional variations of 
the stomach and duodenum, and “gall-bladder 
seats’ which could be shown by the roentgen ray. 
The method of Graham and Cole for visualizing 
the gall bladder was a distinct advance and prom- 
ises much in diagnosis. 

The use of pneumoperitoneum enlarged the 
field of roentgen diagnosis very materially, es- 
pecially in connection with abdominal tumors 
and adhesions. Rubin (34) used it to show the 
patency of the fallopian tubes by injecting air 
through the uterus. The method proved of con- 
siderable value to gynecology also in rendering 
the pelvic organs visible. 

In obstetrics, attempts to use the roentgen ray 
to show the fetus in the uterus were made re- 
peatedly, but it was not until rgro that this was 
done with much success. Present-day technique 
has made it possible to diagnose pregnancy at 
four and one-half months or even earlier. In 
the later stages the position of the fetus may 
he clearly demonstrated. The presence of extra- 
uterine pregnancy, anomalies, and monstrosities, 
and twins has also been shown. The possibility of 
recognizing death of the fetus from the demon- 
stration of overlapping of the cranial bones has 
also been reported. Pelvimetry by roentgenog- 
raphy has been developed and found to be of 
some value. 

In examinations of the urinary tract roent- 
genology has played an important role since its 
discovery. Nephrolithiasis was one of the first 
conditions in which the roentgen ray showed its 
value in abdominal lesions. As early as 1904 
Leonard (21) reported the limits of failure as less 
than 3 per cent. The use of opaque catheters en- 
larged the field considerably. Visualization of the 
vas and seminal vesicles by opaque solutions, dis- 
tention of the bladder and kidney pelvis with air, 
and the injection of air around the kidneys all 
served to increase the application of the roentgen 
ray to urology, but by far the most important 
advance was the use of cystography, ureterog- 
raphy, and pyelography. With cystography, di- 
verticula of the bladder can be readily diagnosed. 
Ureterography reveals anomalies, strictures, kinks 
and dilatation of the ureter. Pyelography demon- 
strates deformities of the pelvis of the kidney 
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associated with anomalies and pathological con- 
ditions. 

No attempt will be made to give a detailed 
account of the advances made in roentgen therapy 
in the last twenty years, as this would necessitate 
more space than is available. The voluminous 
literature attests to the interest in the subject 
and the importance that has been attached to it. 
As has been the case after the discovery of every 
new agent, and especially because of its mysteri- : 
ous nature and its powerful action upon tissues, 
the roentgen ray was believed to possess infinite 
possibilities and was used in every conceivable 
condition. However, out of the chaos a sane con- 
ception of the indications for its application and 
its field of usefulness gradually developed. Up 
to 1905 much of the therapy was still founded 
upon empiricism and the successful use of the ray 
was largely a matter of the personal equation. 
Even in the cases in which good results had been 
obtained with it, especially in malignancy, suf- 
ficient time had not elapsed for a proper evalua- 
tion of its effectiveness. 

As previously mentioned, advances were to be 
anticipated in equipment, technique, and knowl- 
edge of the biological action of the ray. In the 
therapy of the deep tissues the need for penetrat- 
ing rays was soon realized. It was met by the 
construction of machines of higher and higher 
voltages until now some of them are capable of 
delivering as much as 300,000 volts. Simulta- 
neously, tubes for carrying these high potential 
currents were developed. Some of the drawbacks 
connected with long-continued operation were 
eliminated by vacuum regulating devices, water 
cooling, oil immersion, and other methods, and 
tubes are now available which will operate on 
extremely high voltages for long periods con- 
tinuously, using comparatively large amounts of 
current. 

The harmful effects of the ray noted after pro- 
longed exposures soon led to the realization of the 
fact that protective measures were needed for both 
the patient and the operator. The use of pro- 
tective tube holders or shields and of filters was 
then instituted. In 1906, Pfahler and Schamberg 
(27) recommended sole leather, and subsequently 
aluminum filters of different thicknesses were used 
alone or in conjunction with it. When rays of 
extreme penetration came into use, stronger 
filters were needed and copper and zinc were 
used. These filters, in addition to their protec- 
tive value, also served another purpose; they cut 
off certain undesirable rays and made for a more 
homogeneous irradiation which was extremely 
desirable. 
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Lack of accurate means for the measurement of 
the ray was one of the chief obstacles to its scien- 
tific application in treatment. The measure of 
quality or “hardness” was first determined by the 
penetration of a known object with various densi- 
ties, such as the hand. Later, devices such as the 
Walther and Benoist penetrometers, were used, 
which depended upon the fluorescence of a plat- 
ino-barium-cyanide screen after penetration of 
different thicknesses of metal. Subsequently, the 
Bauer qualimeter and “back-up” method, or 
the equivalent of a parallel spark gap between 
points or spheres, were employed. Electrostatic 
voltmeters, by which the secondary voltage could 
be measured, were also perfected. After the dis- 
covery of the refractability of roentgen rays by 
natural crystals and the possibility of producing 
a spectrum of them, various spectroscopes were 
devised by which the quality could be accurately 
determined. 

Measures of quantity were even less satisfac- 
tory and more necessary than those of quality. 
Ampere meters on the primary circuit indirectly 
gave some idea of the amount of rays used. Sub- 
sequently, milliampere meters on the secondary 
circuit made possible more accurate estimates. 
Chromoradiometric and photometric methods, 
such as the Holzknecht, Sabouraud and Noire, 
and Kienboeck methods, were largely used in 1905 
and were fairly reliable when rays of low penetra- 
tion were employed. Many others were devised 
subsequently only to be discarded later. Two of 
them which had their origin about 1905, the ioni- 
zation and the selenium-cell methods, were greatly 
modified and perfected in the form of the ionto- 
quantimeter and the Fuerstenau intensimeter and 
are in use at the present time. Properly checked 
and operated, they form the most accurate meas- 
ures available. 

Technique has undergone a remarkable change, 
partly because of the improvement of apparatus 
and partly because, as our knowledge of the action 
of the ray increased, the dosage to meet certain 
requirements became more accurate. Up to about 
1905 there were almost as many methods of appli- 
cation as there were operators. The elements of 
time, distance, quantity and quality of the ray 
used, and the frequency of application were ex- 
tremely variable, and comparatively few opera- 
tors were checking their dose by the radiometers 
then in use. Most commonly, the milliampere- 
time method was employed. Dosages were ad- 
justed and rays of different quality were used as 
the experience of the individual operator dictated. 
The facts of delayed reaction and of cumulative 
action were generally recognized. 
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As the number of case reports increased and 
results became better known, efforts were made 
to attain greater uniformity to serve as a basis 
of comparison. Dosages were computed on a 
physical or biological basis. Gradually, crossfire 
methods of application for deep-seated lesions 
came into use, and the intensive method of treat- 
ment as used at Freiburg was developed. iter 
the war, when glowing accounts of the newer short- 
wave length deep therapy developed in Germany 
reached us, a change in technique was made in the 
attempt to obtain similar good results, notably 
in the treatment of malignancy of the cervix and 
uterus. Massive doses in the true sense of the 
word were used. However, as some of the less 
desirable effects became evident, a reaction set in, 
and today there is a tendency to go back to less 
intensive methods of treatment. The steady 
tendency toward standardization of dosage has 
become possible because of the accuracy of meas- 
uring devices. 

With regard to the biological action of roentgen 
rays, histological studies of irradiated tissues had 
been made before 1905, but these have been 
greatly augmented by a large amount of experi- 
mental work since then. The changes produced 
have been found to vary from stimulation or 
modification of function with very small doses, 
inhibition of growth or function or interference 
with the reproductive function with larger ones, 
and degeneration and cell death with still larger 
ones. The nucleus of the cell, and especially the 
chromatin in it, is especially vulnerable. Tissues 
composed largely of embryonal types of cells have 
been found to be especially sensitive, while those 
which are highly specialized are less sensitive. 
Action is greatest at the time of mitotic activity. 
Age, temperature, blood supply, structure, and 
other factors have been shown to have an in- 
fluence on sensitivity. The effect of radiation 
upon the intestinal mucosa has been studied with 
a view to obtaining data relative to radiation sick- 
ness. Attempts have been made to determine the 
kind of rays especially effective in particular con- 
ditions, but there has been little progress along 
this line. Sterilization effects had been observed 
in practice and demonstrated experimentally 
even before 1905. More recently, it has been 
found that sublethal doses applied to the ova or 
spermatozoa are capable of producing marked 
developmental changes, some of which are in- 
heritable. 

Advances in therapeutics have been mainly in 
the direction of more accurate indications for the 
application of the rays and the determination of 
dosages necessary to produce particular resu!ts. 
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Experience has shown that the results attributed 
to this form of therapy in some conditions in the 
early days were dictated largely by over-enthusi- 
asm. 

‘The hopes that the roentgen ray would prove 
specific for cancer and other malignancies has not 
heen realized, but its great value in this field has 
become generally recognized. The accumulated 
knowledge of the last twenty years has served to 
fix its applicability in certain deep-seated as well 
as superficial lesions. Its beneficial effect on 
menstrual disturbances associated with the meno- 
pause and uterine fibromyomata and upon cancer 
of the uterus and cervix is probably the accomp- 
lishment which stands out most prominently 
during this period. Prophylactic pre-operative 
and postoperative irradiation, from which much 
was anticipated, has not entirely fulfilled expecta- 
tions and is still a matter of controversy. 

The progress in roentgenology to date gives 
promise of even greater advances in the future. 
In diagnosis, some of the methods used will un- 
doubtedly be extended and others of equal or 
greater value will be devised. In the line of 
equipment, improvement will probably come in 
the direction of simplification. In therapy, more 
knowledge is needed of the ultimate action of the 
ray and of the kind of ray best suited to meet 
particular ends. Accurate measuring devices of 
simpler construction and easier application are 
urgently needed. The matter of dosage requires 
further refinement. In both diagnosis and therapy 
continued observation and experience will un- 
doubtedly extend the field of application of the 
roentgen ray. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 
HEAD 


Elsberg, C. A.: Craniotomy under Local Anzs- 
thesia. Ann. Surg., 1925, Ixxxi, 213. 

During the past six years, the author has per- 
formed 298 major craniotomies, in sixty-two of 
which cither an osteoplastic flap was made or a large 
amount of bone was removed under local anwsthesia. 
Ether has distinct disadvantages in major intra- 
cranial surgery. Its inhalation is followed by a rise 
in both the general blood pressure and the intra- 
cranial pressure which increases the amount of 
bleeding during the operations. Further, in cases of 
infiltrating tumors of the cerebral hemispheres, the 
use of ether distinctly increases the dangers of the 
operation. When patients with this type of growth 
are subjected to an exploratory operation under 
gencral anesthesia some of them never recover con- 
sciousness after the surgical interference, though the 
surgical procedure may be of little moment. 

The tissues of the scalp and the periosteum over 
the greater part of the convexity of the skull are 
supplied by the supra-orbital and supratrochlear 
branches of the ophthalmic division of the trigemi- 
nal nerve, the zygomatic and zygomatico-temporal 
branches of the maxillary division, and the auriculo- 
temporal branches of the mandibular division. 

In the occipital regions, the nerve supply comes 
from the great occipital, a branch of the dorsal di- 
vision of the second cervical nerve and from the 
small occipital, an ascending branch of the cervi- 
cal plexus. 

When the dura has been exposed in the course of a 
craniotomy under local anesthesia, the membrane 
can be handled and incised without causing any 
evidence of pain or other sensation, and the mem- 
brane will be found to be insensitive no matter how 
far distant from the exposed area it is manipulated. 
The author has found a small area of dura at the 
base of the anterior clinoid process and another near 
the foramen ovale which he believes may be en- 
dowed with sensation. In the latter the pain com- 
plained of may be due to an irritation of part of the 
third branch of the trigeminal nerve. 

In properly selected cases a tumor of the brain 
can be removed, the sensory root of the trigeminal 
nerve can be sectioned for trigeminal neuralgia, burr 
openings can be made for pneumography, and the 
aspiration of suspected brain abscesses can be done 
very satisfactorily and painlessly under local anas- 
thesia. Recovery after such cranial operations per- 
formed under local anesthesia is usually smooth and 
uncomplicated. Loyat Davis, M.D. 


HEAD AND NECK 
EYE 


De Blaskovics, L.: On Results of Turning of the 
Tarsus. Arch. Ophth., 1925, liv, 38. 


In cicatricial entropion the tarsus is turned in- 
ward with a scar line on the conjunctiva in the sub- 
tarsal sulcus running parallel with the lid margin, 
drawing in the lashes toward the cornea, and curving 
the tarsus inward. The author injects 2:c.cm. of a 2 
per cent solution of novocain with adrenalin into the 
fornix or lid or both. The lid is everted and held by 
Kuhnt’s blepharostat with both canthi free. An in- 
cision is made along the scar line near the lid margin 
through the conjunctiva and tarsus. A superiicial 
incision is made on the opposite side of the scar line 
and the latter removed. 

The conjunctiva is dissected free from the tarsus 
and three mattress sutures are placed in the free 
margin of the conjunctiva. The tarsus is then freed 
from the pretarsal fascia. The conjunctiva is dis- 
sected away from the levator and the latter sepa- 
rated on both sides, only a pedicle being left. The 
tarsus is revolved 180 degrees on this pedicle and re- 
placed in its former site. The mattress sutures pre- 
viously placed are brought out through the inter- 
marginal line. These sutures are removed in five 
days and the dressing is removed on the sixth day. 

Of 300 cases operated upon by the method de- 
scribed the lashes remain misplaced in only 6 per 
cent. Vircit Wescott, M.1). 


Verhoeff, F. H.: The Pathogenesis of Glaucoma. 
Arch. Ophth., 1925, liv, 20. 


According to Verhoefi’s theory of glaucoma, the 
anterior hyaloid membrane and the whole vitreous 
become less permeable with increasing age. Mucin 
is secreted into the vitreous and is retained because 
of the decreased permeability of that structure. ‘Thus 
a vicious circle is established. 

The ciliary body and retina secrete the fluids of 
the eye. This fluid, being obstructed in its flow, 
raises the pressure within the vitreous and by in- 
creasing its volume pushes the lens forward to pro- 
duce the shallow anterior chamber. The iris root is 
pushed against the ligamentum pectinatum, the 
filtration angle is obstructed, and the intra-ocular 
pressure is increased. 

The prodromal symptoms and temporary ex- 
acerbations are due to normal variations in the se- 
cretion of the aqueous. In a normal eye these varia- 
tions are compensated for by increased outflow, but 
when the iris angle is blocked this cannot occur 

VirciL, Wescott, M.D. 
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SURGERY OF THE 


White, L. E.: Blindness from the Teeth, Tonsils, 
and Accessory Sinuses. Boslon M. & S.J., 1925, 
excli, 64. 

The possibility of blindness from lesions of the 
tecth, tonsils, and accessory sinuses has received a 
great deal of attention. In the last twelve years 
White has reported fifty-nine cases. 

The most recent advance in the study of such 
conditions has resulted from measurement of the 
optic canals. The author concludes that to prevent 
atrophy in cases of nerve involvement in which the 
canals are 4 mm. in diameter or less and other 
definite foci cannot be found, the posterior sinuses 
must be ventilated. VirciL Wescott, M.D. 


Friedenwald, H., and Friedenwald, J. S.: Epithelial 
Dystrophy of the Cornea. Brit. J. Ophth., 1925, 
Ix, 14. 

The condition described by Fuchs as “epithelial 
dystrophy of the cornea” occurs in elderly persons 
and is slowly progressive. No inflammatory symp- 
toms accompany the progress of the lesion. There is 
a difiuse opacity of the cornea which is most intense 
in the central region and shades off to a clear zone 
near the margin. The corneal epithelium is rough- 
ened and deficient in lustre, and contains numerous 
vesicle-like elevations. The authors have seen three 
such cases. In one, endothelial changes were found in 
addition. 

In recent years the corneal microscope has shown 
a different picture, small dew-drop-like elevations 
being observed on the posterior surface of the cornea. 
These lie just under the corneal epithelium. When 
they are few in number they are located only in the 
central part of the cornea, but at times they are 
scattered over almost the entire posterior surface. 
Of this variety the authors have seen five cases with- 
out epithelial changes. 

Even though the etiology of these two conditions 
is still very obscure, the point emphasized by the 
authors is that the endothelial changes seen in the 
cases of dystrophy are identical with those seen in 
the absence of dystrophy. This fact indicates that 
the endothelial changes and the epithelial dystrophy 
of Fuchs are not separate disease entities, but 
represent the beginning and the end of a single dis- 
ease process. Georce R. McAuttrr, M.D. 


Graves, B.: The Outstanding Beam of the Aqueous 
Fluid. Am. J.Ophth., 1925, 3 s. viii, 8. 

Graves states that the aqueous is not optically 
empty; as seen normally its visibility is due to: (1) 
the scattering of light by minute particles whose size 
and distance of separation is below the lowest limit 
admitting of resolution, this giving rise to a homo- 
geneous, ghost-like shaft, spoken of as the ‘‘out- 
standing beam’’; and (2) diffraction by particles of 
such a size that they are individually visible as such 

cellular or amorphous small floating bodies. 

Pathologically there is an intensification of this 
beam by blood cells, pigment cells, amorphous ma- 
terial, lens débris, tags of pupillary membrane, syn- 
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echiz, etc., but Graves insists that unless one sees the 
normal eye very frequently it is impossible to judge 
what is pathological. He mentions the importance of 
diagnosing, not only the condition, but also the 
cause, such as trauma, inflammation, and tumors. 
Tuomas D. ALLEN, M.D. 


Harkness, G. F.: Incipient Cataract. J. Jowa Slate 
M. Soc., 1925, xv, 9- 

Harkness reviews the literature on incipient cata- 
ract, reports his experience in sixteen cases, and tabu- 
lates the opinions of forty teachers of ophthalmology 
in America on the question of non-surgical treat- 
ment. He states that there are several factors to be 
considered in drawing conclusions concerning the 
non-operative treatment of cataract: (1) the type, 
(2) the stage of development and interference with 
vision, (3) associated causes such as diabetes, focal 
infection, and previous attacks of uveitis, and (4) 
spontaneous clearing of opacities without treatment. 

Until cases can be classified on the basis of these 
considerations it will be impossible to draw satis- 
factory conclusions with regard to any non-operative 
treatment. In the sixteen cases in which the author 
used lactigen the condition was improved in eight, 
remained stationary in three, and progressed in 
three. Two patients thought their vision was better 
after the treatment, but this was not confirmed by 
tests. 

Of the forty teachers who were asked for their 
opinion regarding medical treatment, twenty re- 
ported that it is without benefit, twelve that it gives 
definite benefit, two that its effect is doubtful, and 
nine that it is possibly beneficial. 

Vircit Wescott, M.D. 


Graves, B.: Some Practical Notes on Slit-Lamp 
Apparatus. Am. J. Ophth., 1925, 3 s. viii, 115. 
Graves gives the foliowing list as the minimum 
outfit for satisfactory slit-lamp work: a glass-top 
table, a nitra slit lamp, a Koeppe diaphragm tube, a 
Vogt achromatic focusing lens, a Koeppe mirror, 
a microscope with paired oculars mounted on a 
simple tripod footpiece which slides on a glass plate, 
200-volt resistance which can be used on any cir- 
cuit of that strength or under, a dark slit-lamp room, 
a foot pedal switch, and a luminous ophthalmoscope. 
The apparatus and its use are described, and practi- 
cal points to be observed in slit-lamp work are enu- 
merated. L. L. McCoy, M.D. 


Haden, H. C.: The Development of the Optic Nerve 
and Lamina Cribrosa. Am.J.Ophth., 1925, 3 s. 
Vill, I. 

Haden states that the lamina cribrosa begins as glial 
fibers which go to form the framework of the optic 
nerve and the retina. At about the age of three 
months small capillaries appear which penetrate the 
optic nerve from the pia mater. Along these capil- 
laries are seen small fibroblasts which increase in 
number with the increase in the size of the capil- 
laries. 
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In the anterior end of the optic nerve the glial 
fibers and their nuclei are arranged in rows earlier 
than in the rest of the nerve, and these fibers are 
loosely connected with the glial fibers of the retina. 
Immediately behind the most anterior of these glial 
fibers, i.e., opposite the posterior layer of the sclera, 
there appear at this stage collagenous fibrils which 
run into the nerve from the pial sheath and lie be- 
tween the funiculi. The only mesodermal tissue 
found in the nerve previous to this stage is that 
which is found along the course of the hyaloid ves- 
sels. The collagenous fibrils are the anlage of the 
scleral portion of the lamina. They increase in num- 
ber and in density until birth, but are always covered 
anteriorly with the original glial fibers, i.e., the same 
sort of fibrils as those which form the supporting 
tissue of the retina. Tuomas D. ALLEN, M.D. 


EAR 


Friel, A. R.: Statistics of Results of Zinc Ionization 
in Chronic Otorrhoea in Over 600 Cases. Proc. 
Roy. Soc. Med., Lond., 1925, xviii, Sect. Otol., 4 


The author reports the results in a series of over 
600 cases of chronic otorrhoea in which the zinc 
ionization of Leduc was used. The patients were 
school children. 


TABLE I.—THE RESULTS OF IONIZATION IN 
THE TREATMENT OF SUPPURATING EARS 


Lost sight of 
Under treatment 
other treatment 


Operation or 
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Sepsis and polypus. a heels ow ao 2s 2 8 
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Sepsis and choleste atoma......... 3 2 2 
Sepsis and other conditions. . . nike 3 2 I 
And involvement of eustachian tube, nose, 
pharyn x, or mouth. . a eace al 37 i 9 1 6 
And attic or mastoid involvement.......... 173 35 40 2: 8 
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And stricture of meatus I I eat 
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TABLE II.—-ANALYSIS OF THE CURED CASES 
OF TYMPANIC SEPSIS 

Visits until 

Ionization discharge 
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The majority of the cases fall into two classes— 
those in which the cause of chronicity was found in 
the tympanum, and those in which it was found also 


in the attic or mastoid. 


The number in which the 


otorrhcea was believed to be maintained by throat 
and nose infections was relatively small. 

Table III summarizes the principles by which the 
author is guided in the'treatmentlof chronic otorrh va. 


TABLE III.—TREATMENT AS INDICATED By 


THE 


Cause of chronicity 

Accessible sepsis, e.g., tympanic 
sepsis 

Accessible sepsis with second fac- 
tor in ear, e.g., polvpus 

Accessible sepsis with inflamma- 
tion of neighboring organ, e.g., 
rhinitis 

Inaccessible sepsis, e.g., cavity 
in mastoid opening direct!y into 
tympanum, attic disease, chron- 
ic mastoiditis 


CAUSE 


Treatment 

Zinc ionization with or without 
boracic powder insufflation 

Removal of second factor and 
ionization of ear 

Treat nent of neighboring organ 
an | ionization of ear 

Use of special instrument (attic 
cannula or gelatin. covered 
to gain access or exposu 
area of sepsis by destructi 
outer attic wall, ossiculector 







or partial or complete ma 
dectomy 
Zinc ionization frequently cures chronic otorrhiea 
because it overcomes sepsis and in many cases sepsis 
is the sole cause of the chronicity of the otorrhwa. 
Cases are unaffected by ionization when it cannot 
reach the focus of infection. 
James C. Braswett, M.D. 


MOUTH 


Bloodgood, J. C.: Excision of a V-Shaped Piece of 
the Lower Lip Versus Roentgen-Ray or Radium 
Treatment. Radiology, 1925, iv, 60. 

Many lesions of the lip can be excised by making 
an incision on each side of them and removing a \- 
shaped piece. The wound may then be closed with- 
out a plastic operation. The tissue excised from the 
lower lip should be subjected to microscopic study, 
and if the sections show cancer the glands in the neck 
should be removed. 

In the cases in which the cervical glands showed 
no evidence of metastasis a cure was obtained in 100 
per cent, while in those showing metastasis, the per- 
centage of cures was 50 in the first report and higher 
in the second. 

The author classifies the lesions he has seen into 
the following groups: 

Group 1. Lesions of the mucocutaneous border of 
the lower lip which are small and persist for only a 
short time—from a few days to two weeks. These 
resemble burns, fever blisters, vesicles, keratosis, or 
warts. The subject is usually a man who smokes or 
chews tobacco. The teeth are generally ragged and 
dirty. The majority of these lesions heal on removal 
of the cause—tobacco and ragged dirty teeth. The 
patient should be instructed to keep the teeth clean. 
and the lip lesion should be covered with petrolatum 

Group 2. Lesions of longer duration, but still dis 
tinctly benign—leucoplakia or the chonic chapped 
lips of the smoker. Such lesions disappear when t!i 
use of tobacco is stopped. 
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Group 3. Lesions resembling those of Group 1 


which do not disappear under treatment or, when 
first seen, have been present for a longer time. In 
this group it is impossible to distinguish clinically 
between the benign and malignant. 

Group 4. Lesions which are distinctly benign— 
warts. 


Group 5. Lesions which are distinctly cancers. 

Lesions of Groups 3, 4, and 5 should be sub- 
jected to immediate local excision under procaine 
anesthesia. If the microscope shows carcinoma in 
the excised tissue, the glands of the neck should be 
remoy ed. 

li, instead of operation, the lesion is treated with 
radium, the roentgen ray, caustic paste, fulguration, 
or cauterization without microscopic study, lesions 
of Group 1 will be permanently cured but the treat- 
ment deserves no more credit than treatment by re- 
moval of the cause and cleanliness. 

In lesions of Group 2 no treatment is of any 
value unless the cause (the use of tobacco) is elim- 
inated, and if this is done other treatment is un- 
necessary. 

In lesions of Group 3 any treatment that does not 
permit a microscopic study will often lead to the 
false conclusion that a local cancer has been cured. 
If the local lesion is malignant, as in Group 5, its 
removal by operation or destruction or healing by 
any other method is but a minor part of the treat- 
ment. Complete removal of the submaxillary and 
submental glands is essential. There is apparently 
no objection to roentgen or radium irradiation be- 
fore or after the removal of the glands, but there 
seems to be no question that removal of the glands 
is the important procedure. In cases in which the 
microscope fails to show metastasis, postoperative 
irradiation is unnecessary. 

MattTuew N. FEpDERSPIEL, M.D. 


PHARYNX 


New, G. B.: The Treatment of Malignant Tu- 
mors of the Pharynx and Nasopharynx. Surz., 
Gynec. & Obst., 1925, xl, 177. 

New reviews the treatment of malignant tumors of 
the pharynx and nasopharynx that were examined 
at the Mayo Clinic in the period from 1917 to 1923. 
Only the primary malignant tumors have been 


studied. These are classified anatomically into ma- 
lignant tumors of the nasopharynx, pharynx, and 
hypopharynx. The tumors in each of these locations 


are divided into those treated and those not treated. 
New urges the use of surgery, the cautery or dia- 
thermy, radium or the X-ray, or a combination of 
these, according to the indications in the particular 
‘asc, and emphasizes the importance of Broders’ mi- 
croscopic gradation of epitheliomata in determining 
the treatment of various types of malignancy. The 
value of treatment in these various groups of cases 
is shown by tables. Such tumors are usually of a 
very high grade of malignancy, either lymphosar- 
omata or epitheliomata, Grade 3 or 4. 
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In certain cases in which the tumors are very ex- 
tensive, treatment may be detrimental rather than 
beneficial; therefore these should be carefully dif- 
ferentiated. If treatment is given, it should be 
thorough and radical. It may consist of surgery, the 
use of the cautery or diathermy, or of radium or the 
X-ray, or of any combination of these methods. 
Mixed tumors of the pharynx should be removed 
surgically, if possible; other forms of treatment 
should be used only if the growths are inoperable. 
Most of the patients whose cases are reported by 
New received marked symptomatic relief. The lives 
of some of them were prolonged for months or years. 
Others were apparently cured. 


NECK 


Bertwistle, A. P., and Frazer, J. E.: Facts and Con- 
siderations in a Study of the Thyroglossal 
Tract: with an Account of the Embryological 
Conditions. Brit. J. Surg., 1925, xii, 561. 

Bailey, H.: Thyroglossal Cysts and Fistule. Brit. 
J. Surg., 1925, xii, 579. 

FRAZER presents a detailed account of the embryo- 
logical development of the thyroglossal duct and 
adjacent structures, illustrating his points with 
drawings or photographs of sections of embryos. He 
summarizes his discussion in the following state- 
ments: 

1. The thyroglossal remnants above the hyoid are 
few, and if present are usually either near the fora- 
men or near the hyoid. 

2. Below the hyoid the tract is present completely 
in many cases, and incompletely, i. e., potentially, in 
others. 

3. The complete infrahyoid tract extends from the 
hyoid (usually folded up behind it from below) to 
the thyroid gland, either centrally or on one side. 

4. The incomplete tract has potentially the same 
line. It is the tract broken up; its parts remain in 
situ. 

5. Any of these remnants may take on further 
development, especially perhaps if there is a con- 
dition of relative hyperthyroidism. 

6. It is possible that some of the cells of the tract 
may become separated off and lodged below the level 
of the gland. If this is true, these cells may be liable 
also to take on further development. Certain con- 
tinental embryologists, about thirty or forty years 
ago, maintained that the median fistule, etc. found 
low down in the neck arose from remnants of the 
precervical sinus, a view strongly supported by 
Kanthack. This view would not receive extensive 
support from embryologists to-day. 

7. Cysts lying superficially below and behind the 
foramen cacum may possibly originate from a space 
included between the two halves of the developing 
hinder part of the tongue, and may not be connected 
with the thyroglossal tract. 

8. Judging from the arrangement of cells, any 
appearance of a potential duct seems to be confined 
to the suprahyoid portion. 
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BERTWISTLE records the clinical, operative, and 
microscopic findings in eleven cases of cysts and 
fistula. Several illustrations show the sinuses after 
the injection of an opaque medium. In regard to the 
differential diagnosis Bertwistle says that the posi- 
tion of these cysts and fistul and their movement on 
swallowing are so definite that their diagnosis is 
comparatively easy. The following conditions, how- 
ever, give rise to confusion: 

1. Suprahyoid lymph glands situated on the 
mylohyoid, especially if these suppurate or become 
tuberculous. 

2. Sequestration dermoids in the midline of the 
body. 

3. The infrahyoid bursa. This is rarely the site of 
pathological processes. 

The most common cause of failure in the treatment 
is incomplete removal, but some of the poor results 
are due to inexact knowledge of the thyroglossal 
tract and its relationship to the hyoid bone. The 
tract may pass behind, in front of or through a fora- 
men in the bone. Another cause of failure in the 
treatment is infection of the tract. The nature of the 
cell-lining may also influence the results. Rudimen- 
tary thyroid tissue may be present in the tract and 
favor recurrence by the formation of vesicles 
through coalescence of the cavities. No report of 
carcinoma of the tract is on record. ' 

At operation a horizontal incision should be made 
when possible in the line of the natural crease of the 
neck in order that the scar may be well hidden. It is 
suggested that the use of the X-ray before and 
after operation might prevent recurrence by its 
bactericidal action and might inhibit the growth of 
cells. 

The discharge from the sinus is often increased 
during the period of digestion. A method of testing 
for iodine in the secretion is outlined. 

BaiLry’s study is based on the records of 117 
cases collected from the London Hospital. Thyro- 
glossal cysts and fistula are more common in women 
than in men, seventy-five of this series being found 
in the former. 

The diagnosis of cysts is usually simple, but some- 
times difficulties arise, most commonly because of 
infection. If the cyst is tense and small, an enlarged 
gland may be considered. In the midline an epider- 
moid cyst may confuse. In this connection it is 
mentioned that a thyroglossal cyst moves upward 
when the tongue is fully protruded whereas an 
epidermoid cyst does not. The translucency test 
gives positive results in only 5 per cent of the cases; 
hence a negative result is of no importance. A diag- 
nosis is never complete unless the thyroid gland is 
determined definitely to be in its normal position. 
An ectopic thyroid has been unwittingly removed. 

In the cases reviewed the cyst was beneath the 
foramen cecum in three cases; in the floor of the 
mouth, protruding beneath the chin in six cases; 
above the thyroid in twelve cases; beneath the 
hyoid in thirty-seven cases; on the thyroid cartilage 
or membrane in twenty-three cases; at the level of 
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the cricoid cartilage in seven cases; and in the supra- 
sternal notch in four cases. 

In contradistinction to branchial cysts, which 
most frequently appear in early adult life, the thy- 
roglossal duct cysts are most commonly seen in 
infants. However, in nineteen of the cases reviewed 
there were no signs of it until after the patient's 
twentieth year. 

In explaining the sudden appearance of these 
cysts after they had remained dormant in the neck 
for years the author states that thyroglossal cysts 
and branchial cysts are not infrequently surrounded 
by lymphadenoid tissue, and that the latter, with the 
neighboring lymphatic system, becomes from time to 
time the site of bacterial invasion. The lining epi- 
thelium is then liable to become involved and reacts 
to the infection in just the same manner as other 
epithelial structures (notably the nasal mucous 
membrane) by pouring forth secretion. 

The following evidence in favor of this theory is 
presented: 

1. In four cases of thyroglossal cyst appearing in 
adolescent or adult life the condition began with 
pharyngitis or tonsillitis. In several other cases 
there was a history of sore throat. 

2. A baby admitted with an infected foot de- 
veloped a thyroglossal cyst which suppurated. 

3. There is evidence, both clinical and histological, 
that thyroglossal cysts are frequently the site of in- 
flammation, and the walls of branchial cysts are 
often found upon histological examination to be 
chronically inflammed. 

Thyroglossal fistule are rarely congenital, being 
usually secondary to the rupture of a cyst. Of the 
series of thirty-one fistula reported, only two were 
congenital. The fistula appeared at various times 
from the third week to the thirty-first year of life. 
Suppuration plays an important part in their forma- 
tion, but the most common direct cause is some 
form of surgical intervention. 

Before operation the extent and ramifications of 
the tract should be visualized, if possible, by rocnt- 
gen-ray examination following the injection of sodium 
bromide. In old fistule the orifice is in the neighbor- 
hood of the cricoid cartilage and is apt to be below 
rather than above this structure. The opening is 
often crescent-shaped. 

In twenty-six of the reported cases the condition 
was recurrent. Simple dissection of the cyst with 
proximal ligature of the thyroglossal pedicle and the 
scraping and cautery method have been discarded 
because their results were unsatisfactory. Every 
vestige of the cyst and tract must be eliminated. 

Sistrunk has devised an operation which circum- 
vents the difficulties encountered in the hyoid region 
and eradicates the suprahyoid as well as the inira- 
hyoid portion of the tract. 

The operation is usually carried out throug! a 
transverse incision at about the level of the hyoid 
bone. The tract having been dissected as far as the 
hyoid, the attachments of the muscles in the im- 
mediate vicinity are separated and 14 in. of the 
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center of the bone is resected. Then, without any 
attempt to isolate the duct, the tissues are ‘“‘cored”’ 
through until the foramen caecum is reached, about 

1/ in. being left on every side of the duct. 

“In order to carry out this procedure it is necessary 
to know the exact course of the suprahyoid portion 
of the tract. If two intersecting lines are drawn, one 
horizontal and one perpendicular to the upper border 
of the body of the hyoid, the foramen caecum will lie 
upward and backward from the hyoid at an angle of 
45 degrees. It is along this line that the dissection 
proceeds until the cavity of the mouth is reached. 
When the dissection has been completed, the opening 
in the mouth is closed. Several sutures are used 
to draw the geniohyoglossi muscles together. The 
tissues around the cut ends of the hyoid bone are 
brought together with chromic gut in such a manner 
as to approximate the edges of the bone. A small 
rubber tube is inserted from this point to the skin 
incision, and the skin incision is then closed. 

Ciayton F. Anprews, M.D. 


Moore, H. F.: The Basal Metabolic Rate: Its De- 
termination and Interpretation. Lancet, 1925, 
cevill, 219. 

By “basal metabolism” or the “‘basal metabolic 
rate” is meant the minimal heat production of an 
organism measured from twelve to eighteen hours 
after the ingestion of food (post-absorption state) 
and with the organism at complete muscular rest and 
comfortably warm. The minimal heat production 
may be measured directly by means of a colori- 
meter, but as this requires elaborate and expensive 
apparatus, many assistants, and a considerable 
amount of time, it is seldom done except in institu- 
tions maintained especially for metabolism study. 

As a rule, the metabolic rate is computed in- 
directly by calculating the heat production from the 
amount of oxygen used within the organism and the 
corresponding amount of carbon dioxide produced, 
together with the total amount of nitrogen elimi- 
nated. 

The essential function of the thyroid gland is the 
elaboration and delivery to the organism of thyroxin, 
a substance which was isolated in crystalline form in 
1915 by Kendall. Moore quotes Plummer as follows: 

1. Thyroxin is active directly or indirectly in the 
cells throughout the body. Acting as a catalyst, it 
hastens the rate of the formation of a quantum of 
potential energy available for transformation on ex- 
citation of the cell. 

2. Hyperthyroidism is the physiological state or 
pathological status of an individual, otherwise nor- 
mal, when the thyroxin in the tissues is sufficiently 
increased to hold the basal metabolism above normal. 

3. All of the phenomena in pure hypothyroidism 
are those that attend a sustained elevation of the 
basal metabolism above normal. 

4. The status of the hyperfunctioning adenoma- 
tous goiter is the result of pure hyperthyroidism, 
while that of the exophthalmic goiter is not account- 
ed for by a pure hypothyroidism. Possibly here the 





SURGERY OF THE 





HEAD AND NECK 477 


thyroxin formed is chemically different in a slight 
way from normal thyroxin. 

5. Adequate intravenous administration of thy- 
roxin to thyroidless patients, who invariably have 
a low basal metabolic rate, always restores the basal 
metabolic rate to normal. 

6. The average daily exhaustion of thyroxin by 
the tissues is from 0.75 to 1 mgm. 

Boothby states that by the term “hyperthyroid- 
ism” is meant the clinical syndrome resulting from 
the action of an excess of thyroxin. From 12 to 14 
mgm. of active thyroxin must be present in the body 
to maintain the basal metabolic rate at the normal 
level. Anexcess of thyroxin in the organism increases 
the rate. A decrease of the metabolic rate is charac- 
teristic of myxoedema or cretinism, and is due to the 
inability of the thyroid gland to furnish sufficient 
thyroxin. 

Thus it is seen that the determination of the met- 
abolic rate may be of significance in the study of the 
diseases of the thyroid gland. Other diseases in 
which the rate is increased are severe anewmias and 
leukemias of unknown cause. 

The author describes in detail and illustrates the 
Roth-Benedict apparatus; gives the various formu- 
le for computing the metabolic rate; describes the 
graphic method in which the respiration is recorded 
by tracings; outlines the conditions necessary for a 
successful test; and comments on the interpretation 
of the test. 

Means and Burgess make the following state- 
ments regarding the significance of the metabolic 
rate in the diagnosis of thyroid disease: “‘ Patients 
with an outspoken picture of hyperthyroidism in- 
variably show increased metabolism, and those with 
definite clinical pictures of hypothyroidism invari- 
ably show decreased metabolism. Those with goiters 
but no signs or symptoms of abnormal thyroid func- 
tion for the most part show normal metabolism. 

‘By inference from the indirect evidence, we be- 
lieve that in these borderline thyroid cases, provided 
that in the first place a true basal rate is secured, 
and provided that certain well-recognized causes for 
increased metabolism, such as fevers, acromegaly, 
leukemia, and severe anemia, are excluded, the 
finding of increased metabolic rate is strong pre- 
sumptive evidence of hyperthyroidism. In a similar 
way, provided that such conditions as starvation, 
hypopituitarism, and hyposuprarenalism are ex- 
cluded, a low metabolic rate is strong presumptive 
evidence of hypothyroidism. 

“To that extent, then, the metabolism test is 
distinctly useful in differential diagnosis. Like all 
other laboratory tests, it should be interpreted only 
with due regard to all other clinical and laboratory 
findings, and with due regard for its limitations and 
pitfalls.” 

From his own experience and study, Moore con- 
cludes that the test gives useful information for 
estimating the thyroid deficiency, thyrotoxicosis, and 
the results of treatment; that it gives considerable 
information in mild and doubtful cases suspected of 
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hyperthyroidism or hypothyroidism; but that it is 

not of great value in the diagnosis of frank cases of 

hyperthyroidism, myxcedema, or cretinism. 
CLayTon F. AnpREws, M.D. 


Knaus, H.: Thyroid Function in Pregnancy (Zur 
Schilddruesenfunktion in der Schwangerschaft). 
Zentralbl. f. Gynaek., 1924, xlviii, 2330. 

The enlargement of the thyroid gland occurring 
during pregnancy is to be ascribed to hypofunction. 
Th's is indicated by the increase in granular colloid 
with a low iodine content, nitrogen retention, a de- 
crease in the excretion of water and sodium chloride, 
a decrease in the resorptive capacity of the subcu- 
taneous tissues (tendency to develop cedema), and a 
decrease in the function of the ovaries during preg- 
nancy. 

In the discussion of this paper, MAYER of Tuebin- 
gen cited as a further proof of hypofunction the con- 
genital struma which he regards as the expression of a 
compensation for the maternal hypofunction, and 
those otherwise inexplicable cases of intra-uterine 
fetal death in which, probably as a result of the 
hypofunction of the maternal thyroid, there is de- 
fective mobilization of the maternal calcium salts 
resulting in very severe injury to the child. He 
claimed also that calcium incrustation of the pla- 
centa justifies the assumption of a hypofunction. 
RunGE of Kiel mentioned the cedema of the lower leg. 

FELLNER of Vienna stated that the histological 
findings are not yet explained sufficiently clearly to 
exclude the possibility that the struma of pregnancy 
may be hypersecretory. The other phenomena 
(susceptibility to oedema, etc.) may be due to dis- 
turbances of the other organs of internal secretion. 
The theory that there is a decrease of ovarian secre- 
tion during pregnancy has been disproved by recent 
studies on the subject. 

Knaus stated that the assumption of hypofunction 
of the thyroid gland during pregnancy is supported 
by the results of histological and biochemical studies. 
A further proof is the favorable influence of prepara- 
tions of the thyroid gland (thyroidin) on the edema 
of pregnancy. SANTNER (G). 


Bied1, A.: On Some Questions of Thyroid and Hypo- 
physeal Pathology. Amn. Clin. Med., 1924, iii, 444. 


Bied] discusses some of the newer theories as to 
the embryological development of the thyroid and 
hypophysis and describes the structure of these 
glands. 

In his discussion of the complex functional activ- 
ities of the thyroid and hypophysis he limits himself 
to their influence on skeletal growth, the develop- 
ment of the body, the development and function of 
the gonads, and the general metabolism. 

Skeletal growth is very closely correlated with the 
activity of the gonads. Longitudinal growth is 


practically completed when the gonads reach mat- 
urity. The thyroid and the anterior portion of the 
hypophysis are closely related to the gonads; a 
deficiency of either of these structures results in an 


inhibition of the maturation of the gonads with con. 
sequent dwarfism. The author emphasizes the fact 
that growth inhibition is invariably accompanied by 
structural changes in the bones. 

Thyroid function has a definite influence on length 
growth, but only a slight effect on lateral growth, 
Lateral growth is determined chiefly by other endo- 
crine glands. The anterior lobe of the hypophysis 
regulates length growth to a slight degrce, but 
determines the activities of periosteal ossification and 
the growth of the soft parts. It is obvious, however, 
that the functional connection between the thyroid 
and hypophysis cannot be expressed simply by the 
term ‘‘synergism” or “‘antagonism” as their cor- 
relation is much more complicated. 

In his discussion of the hormone control of metab- 
olism, Biedl brings out the importance of the basal 
metabolic rate. However, he believes it is of less 
diagnostic value than well-observed clinical signs 
and should be used only as confirmatory evidence. 
In summarizing the influence of the thyroid and 
hypophysis on metabolism he calls attention to the 
fact that while there are many similarities in their 
action, there are also many differences which must 
be explained by further studies. 

With regard to the treatment of thyroid conditions 
Biedl states that Plummer’s systematic treatment 
with Lugol’s solution is an important advance over 
the European method of administering iodine. Toxic 
goiters become aggravated by this treatment, but 
exophthalmic goiters are benefited by 15 or more 
drops of a 5 per cent Lugol’s solution. However, as 
a return to normal is never reached, operation is 
done in all cases after a course of Lugol treatment. 
Biedl assumes that the iodine affects, not the 
thyroid, but the constitutional impairment. 

ARTHUR L. SHREFFLER, M.D. 


Jackson, A. S.: Goiter, with Especial Reference to 
Treatment with Iodine. Ann. Clin. Med., 1925, 
iii, 487. 

The author states that the problem of goiter is 
now one of national rather than regional interest. 
Goiter is increasing and is becoming an important 
economic as well as social problem. 

The treatment of colloid goiter with iodine must be 
begun before the development of adenomata and 
should be continued from the tenth to the twentieth 
years of age. 

There has been a marked reduction in the mor- 
tality of goiter operations. Important factors in this 
reduction have been the prompt diagnosis of cases 
of hyperthyroidism; improvement in operative team- 
work; the development of pre-operative and post- 
operative régimes; the use of iodine in exophthalmic 
goiter; improvement in the methods of inducing an- 
esthesia; and the study of the basal metabolic rate. 

The administration of iodine has eliminated the 
necessity of ligation in 90 per cent of the cases of 
exophthalmic goiter. Crises may be prevented or 
aborted. The iodine must be administered in large 
amounts. 
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Iodine causes a morphological change in the gland, 
colloid replacing the area of hyperplasia. 
MERLE R. Hoon, M.D. 


Fraser, F. R.: Iodine in Exophthalmic Goiter. 
Brit. M.J., 1925, i, 1. 


The author reviews the literature on the adminis- 
tration of iodine in simple and exophthalmic goiter. 
Whatever the cause of goiter, it appears that iodine 
insufliciency is one factor in the process. In exoph- 
thalmic goiter, which in many respects appears 
to be a hyperthyroidism, symptoms of myxcedema 
frequently develop and every gradation may be 
found between myxoedema and hyperthyroidism. 

The author reports the results of the administra- 
tion of iodine in twenty-four cases of exophthalmic 
goiter. In seventeen, there was definite clinical im- 
provement, evidenced by a decrease in the pulse rate 
and basal metabolism and disappearance of the 
tremor. All foci of infection were eradicated in these 
cases and the patients were kept in bed. 

However, when the patients were allowed to be up 
and about, a decided relapse occurred even though 
the administration of the iodine was continued. 
Permanent benefit was given only by surgical re- 
moval of a portion of the thyroid gland. In five 
cases of the series, no improvement was noted, and 
in two, harmful effects followed the administration 
of the iodine. 

A 10 per cent alcoholic solution of the drug was 
employed in doses of from 10 to 15 m. daily. Larger 
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doses and long-continued smaller doses might prove 
toxic. 

The author concludes that although the improve- 
ment following iodine treatment does not persist, it 
renders surgical treatment safer and simpler. 

WitiiaM J. Pickett, M.D. 


Thomson, Sir St. C., and Howarth, W.: A Case 
Illustrating the Advantage of Tracheotomy 
as a Curative Measure for Tuberculosis of the 
Larynx in a Medical Man Aged 70. Proc. Roy. 
Soc. Med., Lond., 1925, xviii, Sect. Laryngol., 8. 


The authors reported that in a case of tuberculosis 
of the larynx in a man 70 years of age the patient 
gained weight, his voice returned to normal, and his 
respiration became free after a tracheotomy tube had 
been worn for ten months. 

In the discussion of this report several laryngolo- 
gists questioned the ciagnosis of tuberculosis because 
the history suggested syphilis, although the Wasser- 
mann test was negative. Others agreed that trach- 
eotomy is advisable only in cases in which pulmonary 
tuberculosis is found in a more or less quiescent stage, 
since in cases of very active disease of the lung the 
tracheotomy tube is an irritant and very greatly 
increases the coughing and discomfort. 

In reply, Sir St. Clair Thomson stated that in his 
experience tracheotomy was indicated only in about 
one case in every 200 of laryngeal tuberculosis. The 
chief indication is stridor occurring during speech 
and sleep. ARTHUR L, SHREFFLER, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Bailey, P.: The Results of Roentgen Therapy on 
Brain Tumors. Am. J. Roentgenol., 1925, xiii, 48. 


This is a report of the results obtained in fifty- 
nine cases of brain tumor which have been followed 
throughout their course in the Peter Bent Brigham 
Hospital clinic. All of the patients received at least 
six treatments. About 242 patients have received 
roentgen-ray treatment for brain tumor at this 
clinic, but many of them only began their treat- 
ments there and continued them elsewhere. 

The author believes that before undertaking the 
treatment of a case of brain tumor by roentgen 
irradiation, one should be certain at least of the lo- 
cation of the tumor and its microscopic structure. 
At the present time it is possible to make a localizing 
diagnosis in an ever-increasing number of brain 
tumors. It would be desirable to make also a patho- 
logical diagnosis, but this is not so easily done. 
Meningiomata, tumors of the acoustic nerve, and 
pituitary tumors can usually be diagnosed pathologi- 
cally prior to operation. However, the diagnosis of 
gliomata, which constitute the large majority of 
brain tumors, must be made almost always by ex- 
ploration. A localizing diagnosis is necessary for 
operation, and both a localizing and a pathological 
diagnosis for roentgen treatment. Since, in a large 
percentage of cases, a pathological diagnosis cannot 
be made without operation, an exploration should 
precede roentgen therapy in all cases with possibly 
the one exception of adenomata of the pituitary 
gland. 

If the progress of the tumor can be followed by 
repeated visual field examination, an adenoma of the 
hypophysis may be treated before operation. The 
diagnosis of meningioma, acoustic neuroma, or 
tumors of Rathke’s pouch may be established 
positively previous to operation, but the roentgen- 
rays should not be employed in the treatment of 
these tumors. 

Therefore, in order to avoid such occurrences as 
Flatau records in his reports of brain tumors treated 
indiscriminately without histological verification an 
operation is a necessary preliminary to roentgen 
therapy, except in cases of certain pituitary adeno- 
mata. 

Whenever a tumor involving the brain substance 
cannot be removed or is removed only in part, it 
should be subjected to roentgen treatment as intense 
as is compatible with the well-being of the surround- 
ing brain tissue, even though it is known that the 
effort to destroy the tumor or to prevent its recur- 
rence will sometimes be futile. 

LoyaL Davis, M.D. 


NERVOUS SYSTEM 


Sosman, M. C., and Putnam, T. J.: Roentgenologj- 
cal Aspects of Brain Tumors—Meningiomata, 
Am. J. Roentgenol., 1925, xiii, 1. 

The most common cerebral tumors which cause 
characteristic local bony changes in the skull are 
endotheliomata, preferably termed meningiomata. 
These tumors, which were formerly supposed to 
arise from the inner surface of the dura, are nov 
generally believed to be derived from the arachnoid. 
An inherent property of the growth of meningiomata 
appears to be their tendency to squeeze into small 
crevices and spaces of bone, enlarging them and 
irritating the bone to irregular proliferation. 

As has been shown by Penfield, parallel columns of 
tumor tissue may grow into the greatly distended 
haversian canals of the cranium, in a direction verti- 
cal to its surface, and appear on the outer side to 
form a cap of tumor tissue beneath the scalp. In 
some instances a corresponding structure of the bone 
can be recognized by the roentgen rays. These 
osteomatous bony changes are found most frequently 
associated with the flat, spreading meningiomata. 
More common are the slighter changes in the bone 
overlying a larger nodular meningioma, where there 
is no demonstrable invasion of the cranium but only 
a roughening of its inner surface. Microscopic 
evidences of calcification and even of ossification are 
not uncommonly found in these tumors, but the 
calcification of the entire tumor is seldom sufficiently 
great to cast a roentgen shadow. These tumors 
represent about 12 per cent of all intracranial tumors 
in Cushing’s series. 

The meningiomata have been classified according 
to their site of origin into: (1) the cranial nerve- 
foraminal tumors; (2) the suprasellar tumors; (3) 
tumors arising from the olfactory groove of the 
ethmoid; (4) sphenoidal ridge tumors; (5) sylvian 
cleft (temporofrontal) tumors; (6) tumors of the 
convexities; (7) the parasagittal tumors; (8) the me- 
ningiomata of the falx; and (g) tumors of the trans- 
verse and sigmoid sinuses. The tumors of the 
convexities and those arising from the walls of the 
sinuses or its lateral expansions (parasagittal men- 
ingiomata) are the largest groups in which the roent- 
gen ray may render invaluable aid in the diagnosis. 

The roentgen findings may be divided into general 
and local changes. The former, which consist 0! 
convolutional impressions which indicate merely 
increased intracranial pressure, are not extremely 
important. The local changes are: (1) erosion and 
vascularity; (2) osteomatous changes; (3) spicule 
formation; (4) diffuse thickening; (5) enlargement 0! 
the meningeal channel, and (6) calcification. These 
findings are considered separately and their dil- 
ferentiation from changes due to syphilis, osteomata, 
and metastatic carcinoma is discussed. 
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SURGERY OF THE 
Ventriculography was employ ed in only four of 
the 106 cases of verified meningioma reviewed. In 
only two of them did it lead to a correct diagnosis. 
Such tumors are only locally malignant. They 
may invade bone, muscle, and adjacent organs or 
tissue, but do not metastasize. Because they are 
malignant to only a slight degree and because they 
can be enucleated, surgical removal may be highly 
successiul. The technical difficulties, especially in 
certain locations, are often extreme and occasionally 
insurmountable. In a few of these cases as well as in 
a few in which the diagnosis was at first uncertain, 
irradiation was tried, but the results have not been 
encouraging. LoyaLt Davis, M.D. 


SYMPATHETIC NERVES 


Hunter, J. I., and Latham, O.: A Contribution to 
the Discussion of the Histological Problems 
Involved in the Conception of a Somatic and 
Sympathetic Innervation of Voluntary Muscle. 
Med. J. Australia, 1925, i, 27. 

From the use of the gold-impregnation method of 
Kulschitsky, the authors conclude that quite apart 
from their vascular supply, striated muscle fibers of 
the hen and goat have a rich supply of peculiar nerve 
endings derived from mixed nerves and plexuses of 
non-medullated nucleated sympathetic nerves. These 
endings they believe to be quite distinct from the 
end-plates derived from myelinated somatic motor 
nerves. As they were unable to find a single instance 
in which the two types of nerve endings terminated 
in the same muscle fiber, they believe that each 
type supplies separate groups. These findings led 
them to the theory that alternate groups of muscle 
fibers are served respectively by branches from the 
somatic and sympathetic nervous systems, the 
former subserving contractile tonus, and the latter 
plastic tonus. LoyaL Davis, M.D. 


Floercken, H.: Critical Contributions on the Sur- 
gical Treatment of Angina Pectoris and Bron- 
chial Asthma (Kritische Beitraege zur operativen 
Behandlung der Angina pectoris und des Asthma 
bronchiale anhangsweise). Arch. f. klin. Chir., 1924, 
cxxx, 68. 

This article is a review of the history of the surgery 
of the sympathetic, vagus, and depressor nerves, and 
a description of the anatomy of these nerves and 
their relations to one another. 

The author has resected the cervical sympathetic 
in three cases of angina pectoris. The symptoms 
ceased for a short time, but then recurred. In one 
case resection of the cervical sympathetic was com- 
bined with resection of the depressor nerve. 

Twenty-seven cases of operation for angina pec- 
toris are reported in the literature. Of five patients 


subjected to resection of the cardiac branches to the 
superior cervical ganglion of the sympathetic or ex- 
tirpation of the ganglion itself, one died, one re- 
mained entirely free from pain, 
recurrence. 


and three had ; 
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Of eight patients subjected to extensive resection 
of the sympathetic on the left side, including the 
thoracic ganglion, five have remained free from pain, 
one has had a recurrence, and in two the character 
of the attacks has become changed. In the case of 
one of the latter the pain was believed to be of a 
functional nature. 

Bilateral resection of the cervical sympathetic, in- 
cluding the first thoracic ganglion, was done four 
times by Pleth. One of the patients died; the three 
others remained free from pain. 

Of six patients subjected to resection of the 
nervus depressor vagi, two died, two were entirely 
relieved of their pain, and two were benefited. 

In two cases a combined operation (depressor plus 
sympathetic) was performed. One of the patients 
died three weeks later and the other after seven 
months. 

Periarterial sympathectomy on the ascending 
aorta was performed twice by Tuffier. The operation 
resulted in a cure, but unfortunately no details of 
these cases are obtainable. 

The mortality of these procedures was therefore 
20 per cent, and a cure was obtained in 56 per cent of 
the cases. 

The author gives a detailed account of the anatomy 
and physiology of the innervation of the heart. One 
branch of the depressor nerve comes from the supe- 
rior laryngeal nerve and the other from the vagus. 
The two unite and then enter the sheath of the vagus. 
Eppinger and Hofer have demonstrated that it is 
possible to cure severe angina pectoris by resection 
of the depressor. Neither the anatomy nor the 
physiological réle of the depressor in man is well 
known. Investigations by the author showed that 
the depressor receives more fibers from the sympa- 
thetic than from the vagus. The same relationship 
was pointed out by Kuemmel in his discussion of 
bronchial asthma. 

From this report on the present status of the sur- 
gical treatment of angina pectoris it is evident that 
as the mortality of operation is 20 per cent, all other 
methods of treating the condition should be tried 
first. It is evident also that the etiology must be 
cleared up. Cases of a functional nature must be ex- 
cluded. There are theoretical grounds for the claim 
that in certain types of cases a certain type of opera- 
tion is preferable; for instance, that in cases with 
angiospasm, resection of the sympathetic is best, 
while in other cases resection of the depressor is pref- 
erable. However, from the reports given it is im- 
possible to make any such distinction. In cases in 
which the pains radiate into the arm, the sympathet- 
ic operation is indicated. The suggestion of Glaser 
that sympathectomy is preferable in angina pectoris 
based on vagotonic spasms of the coronary arteries, 
and resection of the depressor is best in cases due 
to an aortalgia is certainly well worth considering, 
but the author doubts the possibility of making the 
diagnostic distinction in every case. 

In Floercken’s opinion, the best method is a com- 
bination of resection of the sympathetic with re- 
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section of the depressor. On the basis of studies on 
the cadaver and operations on the living, he recom- 
mends a musculoplastic incision of the neck with 
division of the sternocleidomastoid as the best pro- 
cedure to expose the sympathetic. This was recom- 
mended to him in 1907 by De Quervain. 

A skin incision is made at the anterior margin of 
the sternocleidomastoid, beginning at the mastoid 
process and proceeding downward. It is carried 
sufficiently deep to expose the anterior margin of the 
muscle. Two fingerbreadths above the clavicle it is 
turned toward the back and the sternocleidomastoid is 
divided into two parts over a Kocher sound inserted 
underneath. 

The entire flap of skin and muscle is then turned 
back. 

To expose the depressor nerve, the superior laryn- 
geal nerve must first be dissected out. This can be 
done without difficulty if strong lateral traction is 
made on the sternocleidomastoid. When all con- 
nections between the superior laryngeal and the va- 
gus nerves are severed, the root of the depressor which 
proceeds from the laryngeal nerve will be encoun- 
tered. This is cut with the rest. Resection of all con- 
nections between the vagus and the superior sympa- 
thetic ganglion will remove the second root of the 
depressor. 

In the treatment of four cases of bronchial asthma 
Floercken resected the cervical sympathetic on the 
left side, including the first thoracic ganglion. Two 
of the patients have had a recurrence. The two 
others have remained free from attacks, but one of 
these was operated upon only a short time before the 
report was made. RIEDER (Z). 


MISCELLANEOUS 


Sicard, De Genres, and Coste: Paralysis Following 
the Use of Antitetanus Serum (Paralysie post- 
sérothérapique tétanique). Bull. et mém. Soc. méd. 
d. hép.de Par., 1924, 3s. xl, 1400. 

Morichau-Beauchant and Fagart: Paralysis Fol- 
lowing a Prophylactic Injection of Antitetanus 
Serum; Death Sixteen Days After the Injec- 
tion (Injection préventive de sérum antitétanique; 
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accidents paralytiques consécutifs; mort seize jours 
aprés l’injection). Bull. et mém. Soc. méd. d. hip. de 
Par., 1924, 3 $. xl, 1406. 

SICARD, DE GENRES, and CosTE state that a year 
ago they reported three cases of paralysis of the arm 
following injections of antitetanus or antidiphtheria 
serum, and that at least twenty cases have been 
reported to date. They believe that this complica- 
tion is a compression paralysis due to cedema and is 
not the result of destruction of the nerves. This 
theory is in agreement with the prognosis, as all of 
the cases recover within one or two years. The fact 
that the arm is involved instead of the leg is ex- 
plained on the basis of the shortness and slight obliq- 
uity of the cervical roots which render these nerves 
susceptible to pressure from oedema in the epidural 
space. 

The authors believe not only antitetanus serum 
but also antidiphtheria serum may cause paralysis. 

MorICHAU-BEAUCHANT and FAGarRT state that 
a year ago they also reported paralysis following 
serum therapy. In this paper they report the case of 
a farmer 54 years of age who received a contused 
wound of the left knee and was given a prophylactic 
injection of ro c.cm. of antitetanus serum. The 
wound healed in two days. Thirteen days after the 
injection an intense urticaria developed with vertigo 
and vomiting and a sense of heaviness in the legs. 
Two days later the patient was unable to lift his 
legs from the bed, and there was incoordination of 
leg movements. The patellar and Achilles reflexes 
were abolished. Later, the patient complained of a 
sense of constriction about the thorax with difficuity 
in respiration. His pulse and temperature remained 
normal. Death occurred on the sixteenth day after 
an attack of vomiting with respiratory difficulty and 
a terminal pulse of 120. 

In this case the first signs were pain and pares- 
thesia. The motor paralysis followed, and appeared 
to spread rapidly upward toward the medulla. 

The authors mention also a case reported by 
Babonneix in which paralysis developed ten days 
after the injection of 60 c.cm. of antistreptococcus 
serum. KELLOGG SPEED, M.D. 
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CHEST WALL AND BREAST 


Cheatle, Sir G. L.: ‘‘Chronic Mastitis’” as a 
Term: Its Fallacy and the Danger of Its Clini- 
cal Signs. Brit. M.J., 1925, i, 5. 

The author believes that inflammation and hy- 
perplasia are different processes. He defines his con- 
ception of acute inflammation, and states that 
chronic inflammation differs only in that it is less 
intense and lasts much longer. Although inflamma- 
tion causes an increase in the blood supply to the 
part, this does not induce hyperplasia. In criticism 
of Hunter’s experiment of transplanting the cock’s 


spur into the cock’s comb, where its growth was - 


greatly increased, the author cites his own experi- 
mental results which showed that the spur would 
grow equally as large in any other part of the body 
if it were well protected. 

The connective tissue around fibro-adenomata is 
in a state of diffuse hyperplasia and of the same type 
as the tumor itself. This area of diffuse hyperplasia 
resembles what is assumed to be “chronic mastitis, ” 
but the tissue in the neighborhood of the fibro- 
adenoma is taking part in the tumor formation and 
is not an inflammatory process. To other pathologi- 
cal states the author would apply the term ‘‘hyper- 
plasia” instead of “chronic inflammation.” The 
tubercle should be called “tuberculous hyperplasia” 
instead of “chronic inflammation.” Carrel has 
pointed out that lymphocytes and filrous tissue ceils 
can grow and multiply i vitro. 

With regard to.the breast the author describes a 
condition he calls hyperplasia elastica, hyperplasia 
intra-elastica, and hyperplasia extra-elastica, de- 
pending upon whether it is limited to the acini or ducts 
or involves the intralobular connective tissue. The 
pathological changes in the breast may be divided into 
the following groups: (1) desquamative epithelial 
hyperplasia, (2) non-desquamative epithelial hyper- 
plasia, and (3) a hyperplasia of both types with more 
important changes in the connective tissue. 

In the first division are grouped hyperplasias of 
the epithelium of the peripheral ducts and some of 
the acini connected with them. This type is one of 
the earliest stages of cyst formation, which is also 
grouped in this division. The cysts vary in size and 
origin, and may contain carcinoma. The second or 
non-desquamative group includes diffuse carcinoma 
and local carcinoma. These are described in detail. 
Included in this division are non-desquamative 
hyperplasia of the epithelium and papillomata. In 
the third group the author places hyperplasia elas- 
tica, hyperplasia intra-elastica, and~ hyperplasia 
extra-elastica. Microscopic sections seen in these 
conditions are shown in illustrations. 

Wi.uiaM J. Pickett, M.D. 
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DeBeule, M.: The Roentgen-Radium-Surgical 
Treatment of Cancer of the Breast (Le traite- 
ment radio-radium-chirurgical du cancer du sein). 
Gynécologie, 1924, xxiii, 517. 

Before the limits of operability are reached, there 
is no treatment for cancer of the breast that equals 
radical surgical excision. According to statistics for 
various series of cases reported in the last decade, a 
three-year cure was obtained in from 13 to 62 per 
cent. The outcome is governed to a large extent by 
the attitude of surgeons and the laity toward early 
operation and by the ability of the surgeon and his 
judgment of the operability of given cases. 

The author’s series comprised 123 cases with a 
three-year cure in 38 per cent. The high percentage 
of failures was probably due to the difficulty in 
determining whether a cancer had already become 
inoperable and to the liberation of cancer elements 
into the wound during the operation. 

Mammary cancer extends chiefly by three lym- 
phatic paths: 

1. The internal mammary path through the 
second, third, and fourth intercostal spaces and 
small glands to the endothoracic lymphatic chain 
along the course of the internal mammary vessels. 

2. The middle mammary path entering into the 
subclavicular and interpectoral lymphatics to the 
subclavian chain of glands. 

3. The external mammary path into the glands 
at the edge of the serratus muscle, ending in the 
axillary group of glands. 

In addition, there are also centrifugal lymphatics 
which follow no definite anatomical paths but inter- 
lace in all directions to invade the aponeuroses, the 
subcutaneous tissue, and the skin. 

In the radical operation the attempt is therefore 
made to remove en bloc the entire gland, the skin 
covering it, the pectoral muscles, the aponeuroses 
and the subcutaneous cellular tissue as far as the 
midline on the inner side, to the costal margin 
below, and to the lower border of the latissimus 
dorsi with the aponeurosis of the serratus, the cellu- 
lar tissue filling the axilla, and the subscapular and 
subclavicular glands. 

Cases may be divided into two groups: (1) those 
in which surgery alone will effect a cure, and (2) 
those in which surgery must be supplemented by 
physiotherapeutic measures to prevent recurrence. 

X-ray and radium therapy are the two supplemen- 
tary methods employed. X-ray therapy has long 
been used both before and after operation, but its 
value at whatever time it is used has been questioned 
by able investigators. Perthes is quoted as saying 
that recurrences develop both earlier and more fre- 
quently after X-ray treatment combined with 
surgery than after surgery alone. However, the 
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author believes that it is still too early for final judg- 
ment on this matter. He, himself, has had facilities 
for giving massive doses of the X-ray for two years 
only and is therefore not yet prepared to publish his 
results. 

In the method now used the patient is given two 
series of irradiations, one before operation and one 
after operation. Each series irradiates the breast 
or the scar, the supraclavicular and infraclavicular 
fosse, the paramammary region as far as the midline, 
the inframammary region to the costal border, the 
axillary fossa, and the external paramammary region 
and the back to the midline. From five to seven 
points are chosen for the irradiation. Each point is 
given an erythematous dose of from 3,000 to 4,000 
R., the total dosage being divided over six or seven 
days. Surgical excision follows within fifteen days 
after the last irradiation, and the first postoperative 
raying is given as soon as the wound has healed— 
after from twenty days to four weeks. 

In the use of radium with surgery the anterior 
triangle of the neck is opened, the space just above 
the clavicle is cleared out, and a radium tube is 
sealed in that area. After the radical operation a 
second radium tube is placed in the subclavicular 
region parallel with the vessels. Each tube contains 
25 mgm. of radium element filtered by 2 mm. of 
platinum, o.1 mm. of aluminum, and 3 mm. of non- 
metallic rubber. The tubes are left in place for 
twenty-four hours. Recently use has been made of 
sixteen tubes each containing 3.33 mgm. of radium 
filtered by 1.5 mm. of platinum within the rubber 
filter. 

If lymphatics have been opened and infected with 
cancer at the operation it is possible that the radium 
may kill such cancer cells. In none of the cases has 
there been marked induration or restriction of move- 
ment of the arm, and there has been only one case 
with sloughing of the wound. The final results of 
this treatment will be reported later. 

KELLOGG SPEED, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Scott, W. J. M.: Postoperative Massive Collapse of 
the Lung. Arch. Surg., 1925, x, 73. 


About 3 per cent of all patients operated upon de- 
velop pulmonary complications. Massive collapse of 
the lung is of importance both as a clinical syndrome 
and as a mechanism in postoperative complications. 

Postoperative massive atelectasis may be defined 
as a febrile complication arising within a few days 
of operation, the characteristic and unique feature 
of which is the combination of the signs of unilateral 
pulmonary consolidation with displacement of the 
heart toward the affected side. 

Sixty-four cases have been recorded in the litera- 
ture, but only thirty-eight of these are reported in 
sufficient detail to be of value for analytical pur- 
poses. In half of the thirty-eight cases the condition 
began in the first twenty-four hours after operation. 
Fever and tachycardia were present in all and were 


accompanied by more than one of the following 
symptoms: pain in the chest, cough, expectoration, 
dyspnoea, tachypnoea, and cyanosis. 

The physical findings are a unilateral dulness with 
displacement of the heart toward the affected side. 
No other condition is known to present this com- 
bination. The dulness is usually most marked at the 
base posteriorly. The breath sounds over the affect- 
ed area are diminished, completely suppressed, or 
bronchialin character. In the majority of cases there 
is a decrease in the breath sounds at first, followed 
by bronchial breathing. The bronchial breathing is 
usually accompanied by bronchophony and pectoril- 
oquy. The suppressed breath sounds are associated 
with diminished vocal fremitus. In the early stages 
rales are frequently absent. In the majority of cases 
they occur at a later period. They are usually of the 
coarse and musical variety, like those of bronchitis 
and asthma. The affected side is markedly de- 
pressed, and on this side the diaphragm is higher. 
On the unaffected side there is hyperresonance and 
the breath sounds are usually exaggerated. At some 
time there are usually sonorous rales on the unaffect- 
ed side. Cyanosis is usually marked. 

The atelectasis occurred in the right lung in three- 
fourths of the cases, usually at the base. 

The roentgen ray is of great assistance in the di- 
agnosis. The roentgenogram shows increased den- 
sity in the area of dulness, displacement of the heart, 
and elevation of the diaphragm on the affected side. 

The usual termination occurs by lysis after a few 
days, but some of the cases have terminated by 
crisis. The atelectasis generally disappears com- 
pletely in three or four weeks. All of the fatal cases 
have been complicated. In most of them there was 
bronchopneumonia. 

The differential diagnosis from bronchopneumonia, 
acute heart failure, pulmonary embolus, and acute 
lung abscess is made by the pathognomonic signs of 
dulness with displacement of the heart toward the 
affected side. 

The prognosis in postoperative pulmonary atelec- 
tasis is good when there are no complications. Bron- 
chopneumonia, pleurisy with effusion, and dry 
pleurisy are recorded as complications. 

An undoubtedly uncomplicated case has never 
come to autopsy. Massive atelectasis following war 
wounds is characterized by a shrunken, heavy leaden 
blue color of the affected lung which is airless. 

The treatment is entirely symptomatic. ' 

According to the Pasteur theory, the collapse of 
the lung is due to paralysis of the diaphragm and 
probably of the external respiratory movements. 
while according to the Elliott and Dingley theory it 
is due to obstruction in the bronchial system and 
absorption of imprisoned air. The author believes 
that there is some reflex mechanism which produces 
an obstruction to the air passages supplying part ol 
the lung either directly or indirectly by secretion, 
and that this reflex is of vasomotor origin. 

Hypodermic injections of epinephrin give no re- 
lief; in fact, there seems to be a hypersensitivencss 
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to it. Atropin gives no relief, and morphine does not 
change the physical findings although it gives symp- 
tomatic relief. 

Clinical evidence suggests that there is some re- 
lationship between collapse of the lung and post- 
operative bronchopneumonia. In fact, the author 
believes that the usual mechanism producing post- 
operative bronchopneumonia is the lodging of a small 
embolus from the operative field in an atelectatic 
area. J. Frank Dovucurty, M.D. 


Jesberg, S.: Foreign Bodies in the Respiratory 
and Upper Digestive Tracts. California & West. 
Med., 1925, Xxiil, 52. 

The author does not consider cases of foreign 
bodies in the respiratory tract as emergency cases 
unless the larynx is obstructed. If suffocation is 
impending, a tracheotomy should be done and time 
then taken to study the case carefully. It is im- 
portant to know the exact problems presented by 
the particular case, such as the location of the point 
of an open safety pin or the presence of sharp pro- 
jections on an irregular foreign body. In most cases 
there is a definite history of the aspiration or swal- 
lowing of a foreign body, but an X-ray examination 
for foreign body should be made in all atypical cases 
of lung infection. 

The symptoms caused by a foreign body depend 
on its location, size, shape, and composition.” A 
foreign body in the larynx causes more or less marked 
aphonia and cough. When the foreign body is small, 
the obstruction of the air passage is at first very 
slight, but later it may become marked because of the 
cedema secondary to the irritation. 

A foreign body in the trachea causes coughing, 
particularly when it is moved by respiratory move- 
ments. 

A foreign body does not remain long in the trachea, 
for if its size permits, it enters a bronchus and travels 
down as far in the tracheobronchial tree as possible. 
Inflammatory changes in the respiratory tract vary 
according to the nature of the foreign body and the 
degree of the obstruction. Certain vegetable sub- 
stances set up a violent reaction in a few hours. This 
is true especially of peanuts and beans. Metallic and 
wooden bodies usually cause only a slight reaction 
for a long time. 

All foreign bodies lead to suppuration if they are 
not removed. When a bronchus is completely ob- 
structed, atelectasis results. When there is partial 
occlusion of a bronchus, air trapping occurs. During 
inspiration the lumen is occluded completely and the 
bronchus dilates slightly, permitting air to enter the 
lung past the obstruction. Emphysema of that part 
of the lung then results, displacing the diaphragm 
downward and the mediastinal contents to the op- 
posite side. This is well shown in the roentgenogram 
and is a most valuable aid in the detection of non- 
opaque foreign bodies. If drainage is not established 
by the removal of the foreign body, tissue destruc- 
tion results and a lung abscess is formed. When the 
foreign body is recognized and removed, the lung 
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abscess often responds in a short time to the body’s 
effort at healing. 

Foreign bodies in the oesophagus, if smooth and 
not causing complete obstruction, may be tolerated 
for a long time, producing only slight symptoms, 
but even in such cases there is some difficulty in 
swallowing. 

When cesophagitis develops, the mucosa is swollen 
and the lumen of the oesophagus contains pus with a 
foul odor. Swallowing is very difficult or impossible 
and there is severe pain. Fever and general prostra- 
tion are marked. There is grave danger of medias- 
tinal infection which carries a high mortality. If 
perforation occurs in the cervical oesophagus, a neck 
infection results, which usually requires external 
drainage. 

Operation should not be performed before a thor- 
ough X-ray study. If the foreign body is opaque, 
plates made in different planes will show its exact 
shape and its relation to the various structures. 

Non-opaque foreign bodies in the oesophagus can 
often be demonstrated with an opaque meal, first, 
by filling defects when the oesophagus is filled by the 
opaque meal, and second, by retention of the barium 
about the margins of the foreign body which outline 
it after the rest of the barium has passed on. 

The use of a general anesthetic is rarely necessary. 
The author uses butyn in a 2 or 5 per cent solution in 
all cases. In more than 300 cases in which it was 
employed there was only one toxic reaction and this 
occurred in a case in which a double dose was given. 
Quick recovery followed. 

The author reports a series of forty cases and in- 
cludes with his report a number of X-ray plates illus- 
trating the various pathological conditions associated 
with the presence of foreign bodies. 

Suirtey C. Lyons, M.D. 


Archibald, E.: A Contribution to the Subject of 
Extrapleural Thoracoplasty in the Treatment 
of Pulmonary Tuberculosis. Arch. Surg., 1925. x, 
328. 

Following a discussion of the selection of cases for 
extrapleural thoracoplasty, the operative tech- 
nique, anesthesia, and after-care, the author de- 
scribes certain types of operation and reports the 
results obtained in his own cases. 

In the selection of cases it is of great importance 
to have the close collaboration of an expert in tuber- 
culosis. In all of the author’s cases there was a 
certain amount of disease in the other lung. The con- 
tention that the opposite lung must be practically 
sound seems to Archibald too rigid. However, he 
believes in being cautious, and as a rule operates 
in not less than two stages. The danger may be 
reduced also by restricting the amount of rib re- 
moved. 

As yet, Archibald has not felt the necessity of 
adopting Sauerbruch’s preliminary phrenicotomy 
as a test of the soundness of the other lung. As an 
independent measure he believes it is rarely indi- 
cated. 
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The selection of cases depends upon an estimate 
of the patient’s resistance. The type of case suitable 
for the operation is that with chronic fibrosis, cavita- 
tion, and a good deal of shrinkage. Of two other 
types that may be reasonably included one is char- 
acterized by very extensive fibrosis with consolida- 
tion and very little tendency toward destruction, 
and the other by more or less rapid progression of the 
active disease in the exudative form throughout one 
lung, threatening extensive cavitation. In the lat- 
ter type a preliminary phrenicotomy is advisable. 

Archibald adheres to the two-stage principle in 
his technique. He emphasizes that the amount of 
rib to be resected should be based upon the extent 
of the disease, the degree to which the lung sinks on 
inspiration during the course of the rib removal, and 
the general resistance of the patient. If the lung is 
fairly stiff, it is safe to resect from 16 to 18 cm. of 
rib, but if the lung sinks in considerably during in- 
spiration, the amount removed must be much less. 
On an average, Archibald resects from 5 to 15 cm. 
of rib. He believes that the greater the amount of 
rib resected the greater the chance of a permanent 
and satisfactory arrest of the disease, but also the 
greater the immediate risk of death from the opera- 
tion. 

With regard to the anesthetic used, Archibald 
states that he has never been willing to employ local 
anesthesia alone nor ether nor choloroform. He 
believes the ideal anesthetic is nitrous oxide oxygen 
with a local anesthetic in addition. However, he 
admits that when the amount of ‘sputum is large, 
local anesthesia alone may be advisable. The danger 
from aspiration infection during nitrous oxide oxygen 
anesthesia is so slight that he prefers to go on with 
this form of anesthesia for the sake of the greater 
comfort of the patient. From the literature he con- 
cludes that a tendency is shown to give up local 
anesthesia in favor of general anesthesia. As yet, 
Archibald has not used ethylene. He is omitting 
procaine more and more whenever nitrous oxide 
oxygen seems efficient. He has abandoned the use 
of alcohol injections in the intercostal nerves. 

In cases with a large apical cavity the question of 
doing an apicolysis or not operating comes up. 
When the cavity is discharging a considerable 
amount of purulent sputum containing a large num- 
ber of bacilli Archibald believes an attempt should 
be made to obliterate the cavity. Sometimes a 
properly performed thoracoplasty may be successful. 
If this fails, the question arises as to whether one 
should proceed to do an apicolysis and fill the space 
created with fat, paraffin, or muscle. In the author’s 
experience, a thorough apicolysis has proved to be a 
dangerous operation when the rest of the lung was 
in an advanced stage of disease, but was less danger- 
ous when the rest of the lung was in fair condition. 
A few cases might be considered suitable for a local 
operation of apicolysis, but as yet Archibald has 
not had any experience with a case of this kind. 
When in doubt, he prefers to do first a complete 
posterior thoracoplasty, and in any case—that is, 
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omitting the posterior thoracoplasty—he is inclined 
to do a phrenicotomy first in order to guard against 
aspiration. 

In four cases Archibald performed a partial thor- 
acoplasty to supplement a partial pneumothorax, 
but he does not favor this operation. As he finds 
that there are certain disadvantages in leaving a 
partial pneumothorax, he is inclined to give up this 
procedure and do the complete thoracoplasty. 

When fluid appears or re-appears in the pneu- 
mothorax cavity after repeated aspiration, and par- 
ticularly if such fluid shows tubercle bacilli or is 
frankly purulent, thoracoplasty should be substituted 
for pneumothorax. In Archibald’s opinion, pneu- 
mothorax does not give very brilliant permanent 
results. Although it is ordinarily to be tried first, a 
thoracoplasty should be done whenever difficulties 
arise. 

When the resistance is good, intestinal tubercu- 
losis and laryngeal tuberculosis are not regarded as 
contra-indications to thoracoplasty. 

Archibald objects to the cauterization of adhe- 
sions according to the method of Jacobaeus for the 
purpose of obtaining a total pneumothorax. 

Advanced age does not appear to be a contra- 
indication to thoracoplasty. The author’s oldest 
patient, a man of 55 years, was cured. Patients with 
a severe toxemia are sometimes favorably influenced 
by the operation. 

The author discusses also the danger of infection 
of the wound. Repeated hemorrhages, he believes, 
are a definite indication for operation. 

The results obtained in Archibald’s cases are pre- 
sented in five tables but are not to be taken as abso- 
lute as the figures change from year to year. 

The article is well illustrated. 

Emit C. RositsHek, M.D. 


Blanchet, S. F.: The Treatment of Pulmonary 
Tuberculosis with the Help of Artificial Pneu- 
mothorax: Consideration of End-Results. Arch. 
Surg., 1925, X, 306. 

Singer, J. J.: Pneumothorax. Arch. Surg., 1925, x, 312. 

BLANCHET’S experience with artificial pneumo- 
thorax covers a period of thirteen years. Two hun- 
dred cases are reviewed in his report. These he has 
divided into two groups, those in which the condi- 
tion was only moderately advanced and those in 
which it was far advanced. Each group includes 100 
cases. The results and the causes of failure of the 
artificial pneumothorax are shown in tables. The 
conclusions drawn are as follows: 

1. Although artificial pneumothorax must be used 
in advanced tuberculosis, lasting results rarely {ol- 
low its employment at this stage. 

2. If it is used in moderately advanced cases 
which fail to respond reasonably soon to the usual 
treatment or in which cavities are beginning to form, 
a successful result can be confidently looked for in a 
high percentage if adhesions do not interfere with 
the establishment of effective compression. By the 
arrest of a well-developed or progressive disease and 
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by the control of hemoptysis, a quicker, safer re- 
covery is insured. The usual sanatorium treatment 
is absolutely necessary; it adds greatly to the pa- 
tient’s chance of receiving the most benefit from 
artificial pneumothorax treatment. 

3. There is an optimal length of time during which 
the compression should be kept up. If after two or 
three years there is doubt as to the safety of allowing 
the lung to re-expand and function again, a thoraco- 
plastic operation which will make the compression 
permanent is definitely indicated. This is true par- 
ticularly in the case of patients whose general condi- 
tion is not very good either because they have had 
to work or because they have exerted themselves 
beyond their strength. The danger of compression 
longer continued is the development of purulent 
effusion or perforation of the lung. 

4. It is difficult to overestimate the importance 
of the place that artificial pneumothorax has won. 
Many lives have been lengthened or saved by means 
of it. In a disease such as pulmonary tuberculosis, 
in which progress toward recovery is slow, the de- 
velopment of a measure of such value has been of 
particular value. 

SINGER classifies the cases of tuberculosis suitable 
for treatment into three groups: (1) hemorrhagic 
cases in which there is no doubt from which lung the 
bleeding occurs; (2) unilateral cases with a good 
compensating contralateral lung; and (3) bilateral 
cases in which cough and serious symptoms of tox- 
emia might be relieved by partial collapse of one 
lung or both lungs. 

In Group 1 brilliant results are obtained. More 
air must be used in these cases because it is necessary 
to obtain a complete collapse as soon as possible. 
A single pneumothorax treatment is often effective in 
controlling the hemorrhage. One of the chief factors 
preventing a satisfactory collapse is adhesions be- 
tween the pleure. If no pleural space is found, sev- 
eral other sites should be selected before the treat- 
ment is abandoned. 

In cases of Group 2 experience has shown that 
good results will frequently follow the treatment 
even in the presence of slight infection of the con- 
tralateral lung. 

Pneumothorax fails to effect a cure most fre- 
quently in cases of Group 3, but at times even in this 
group very good results are obtained. 

Pneumothorax is of value also for diagnosis. 

_ Singer emphasizes that pneumothorax is reserved 
for cases which have not responded to the ordinary 
treatment. Serious complications are rare. The 
most important complication is serofibrinous pleur- 
isy. Cases with the least involvement offer the 
best chance for apparent cure. The various com- 


plications and the results of partial and complete 
pneumothorax in the author’s cases are given in 
tabular form. Singer draws the following con- 
clusions: 

1. All evidence points to the great value of pneu- 
mothorax in the treatment of pulmonary tuberculo- 
SIS. 





THE CHEST 487 

2. When the treatment is given by a careful oper- 
ator, complications are rare. 

3. Diagnostic pneumothorax is valuable in pul- 
monary involvement. 

4. Pneumothorax should be instituted early in 
cases showing no improvement after at least six 
months of the usual treatment for tuberculosis. 

Emit C. Rosrtsuek, M.D. 


Indications for Thoraco- 
Med. J. 


Amberson, J. B., Jr.: 
plasty in Pulmonary Tuberculosis. 
& Rec., 1925, cxxi, 32. 

The author reviews briefly the progress that has 
been made in the treatment of pulmonary tuber- 
culosis, with special reference to the so-called sur- 
gical procedures. According to his experience, about 
I5 per cent of cases of pulmonary tuberculosis are 
suitable for some form of collapse and immobiliza- 
tion therapy, and one-half of these will respond to 
artificial pneumothorax. When more drastic meas- 
ures are necessary he regards Sauerbruch’s para- 
vertebral rib resection as the procedure of choice. 

The indication for thoracoplasty is a chronic fibro- 
cavernous, predominantly unilateral pulmonary tu- 
berculosis which has failed to respond to a thorough 
trial of more conservative measures. Cases of this 
condition may be divided into four groups: 

1. Those with long-standing extensive unilateral 
disease which are seen late in the course of the 
malady. 

2. Those which have responded to a period of 
sanatorium treatment and in which the subacute or 
chronic ulcerative and caseous lesion has _ been 
changed to a fibrocavernous lesion. 

3. Those without constitutional symptoms but 
with unhealed cavities evidenced by a chronic cough 
with expectoration. Such cases are a menace as they 
may disseminate the disease, and are always as- 
sociated with the danger of hemorrhage. 

4. Those in which the contraction and massive 
fibrosis have caused distortion and displacement of 
the heart and great vessels with embarrassment of 
the circulation. 

Thoracoplastic collapse has been used also in cer- 
tain cases of intractable hemoptysis in which pneu- 
mothorax could not be induced and in cases of 
tuberculous empyema. 

In conclusion the author emphasizes the impor- 
tance of close co-operation between the physician and 
the surgeon and of strict supervision of the patient 
by the physician after the surgeon has completed 
his operative treatment. All concerned must realize 
that, like pneumothorax, thoracoplasty does not re- 
move the tuberculosis but serves only as a mechan- 
ical aid assisting the lung in the process of healing. 

SuirtEy C. Lyons, M.D. 


Graham, E. A.: Cautery Pneumectomy for Chronic 
Suppuration of the Lung: A Report of Twenty 
Cases. Arch. Surg., 1925, X, 392- 


_ To date, the author has done extensive cauteriza- 
tion in twenty cases of chronic lung suppuration. 
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The patients were all incapacitated; many of them 
were bedridden, and some of them showed the most 
extreme effect of the condition. The results are sum- 
marized in the following table: 


RESULTS FROM CAUTERIZATION IN TWENTY CASES OF 
CHRONIC LUNG SUPPURATION 


Per 

No. cent 
*Free from symptoms and completely healed. 4 20 

Free from symptoms but with remaining 

eeticninl HStule. ....... icc. cc cesses... © 30 
Marked improvement but with some cough 3 15 
Benefited, improvement still in progress.... 2 10 
PETE i. ca cicvanisneeuecsccnn & 5 
MNEs cath crn an acnascoanehtowsoreace. ae 20 


*At the time of the correction of the proof of this article in October, 
1924, two more patients were free from symptoms and completely healed, 
making a total, therefore, of six (30 per cent). 

In Graham’s opinion, cautery pneumectomy has a 
wider applicability than any other method so far pro- 
posed. It can be performed in multiple stages with 
relatively little disturbance to the patient and can 
be carried out when other methods, such as thoraco- 
plasty, have failed. The technique of the operation 
is described in detail. 

Among the immediate effects of the cauterization 
is apnoea, which may last for thirty seconds even 
after the removal of the cautery. Smoke may be ex- 
haled from the nose and mouth, and if hemorrhage 
has occurred a little blood may be expectorated. 
There is no shock. There may be a marked diminu- 
tion or complete cessation of the cough and expec- 
toration for from twenty-four to forty-eight hours. 
Generally on the third day there is slight fever and 
the patient complains of malaise and loss of appetite. 
Sometimes there may be nausea and vomiting. The 
cough and expectoration may then be increased and 
may be greater than before the operation. Graham 
has never seen any postoperative hemorrhage from 
the lung jtself. Auxiliary measures, such as helio- 
therapy and the aspiration of open bronchi, are of 
importance. 

A detailed and illustrated report of the twenty 
cases is given. Emit C. RopitsHex, M.D. 


Eloesser, L.: Primary Tumors of the Lung. Arch. 
Surg., 1925, X, 445. 

The author reviews twenty-seven cases of primary 
tumor of the lung. The reports for eighteen are 
fairly complete. For the remaining nine there are 
more or less detailed autopsy protocols but no clini- 
cal histories. Twelve of the eighteen patients whose 
records are fairly complete were seen by the author. 
In every case but two the diagnosis was verified by 
sections taken from the tumor itself, and in fifteen 
of the eighteen it was verified at autopsy. 

Eloesser believes that cancer of the lung is much 
more frequent in men than in women. The symp- 
toms are those arising from tumors of the hilum or 
the main bronchi or those caused by more peripheral 
tumors. The former are symptoms of tracheal irri- 
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tation, mainly a paroxysmal barking cough with little 
expectoration. In the cases reviewed in which the 
tumor occluded a large bronchus there were signs of 
bronchostenosis closely resembling those of a closed 
abscess, with fever and a cough which was sometimes 
unproductive and sometimes productive. In the 
cases with partial occlusion the symptoms were 
those of bronchiectasis—a constant distressing 
cough with the expectoration of a large quantity of 
sputum which separated into three layers and was 
often blood streaked. Sometimes the cough changed. 
being unproductive at first and becoming productive 
later as abscesses and bronchiectatic cavities ob- 
scured the clinical picture of tumor. 

Of three patients with a localized peripheral 
growth, one had no symptoms at all referable to the 
chest but complained of pain in the joints and weak- 
ness. The tumor was discovered in a routine fluoro- 
scopic examination of the chest. One whose tumor 
was attached to the diaphragm complained only of 
pain and had no cough or expectoration. The third 
began suddenly to expectorate large quantities of 
blood. Three other peripheral tumors had already 
formed metastases when the patients entered the 
hospital. None of the patients coughed up masses 
of tumor or tumor cells, or the masses resembling 
currant jelly which are said to be characteristic of 
the condition. Fever, sweats, and chills are signs of 
concomitant infection and suppuration, the forma- 
tion of abscess cavities and other ulcerations. In 
most of the cases reviewed, abscess cavities were 
formed sooner or later. Some of the patients lost 
considerable weight as the result of fever, suppura- 
tion, loss of sleep, or the presence of other coexistent 
disease. Two had associated phthisis. When tuber- 
culosis is present, the diagnosis is difficult. Con- 
tinual agonizing pain and incompatibility of the 
roentgenogram with a diagnosis of phthisis should 
suggest the presence of a neoplasm. 

The physical signs in lung cancer are confusing. 
The greatest help in the diagnosis is the roentgen ray. 
In the cases reviewed the findings of the physical 
and roentgen-ray examination were rarely parallel. 
Of the twenty-one cases, the clinical diagnosis was 
correct in ten. The erroneous diagnosis of aneurism 
was due to too great a respect for the roentgenog- 
rapher’s findings. Of the patients with true tumors, 
four were operated upon. In two, an abscess was 
drained. In the other two, the location of the tumor 
and its small size made its removal feasible. 

The author arrives at the following conclusions: 

Bloody sputum, pain, and dense consolidation 
should suggest a tumor. 

Of the twenty-seven cases of primary lung tumor 
discussed, only two were operable when first seen, 
but five appeared to have been operable at any time 
during the course of the condition. 

Primary tumor of the lung occurs with consider- 
able and increasing frequency. 

Metastasis to the heart occurs more frequently 
than in any other tumor. Iliac thrombophlebitis is 
not a rare complication. Em C. RosrtsuexK, M.D. 














HEART AND PERICARDIUM 


Hall, A. J., and Townrow, V.: 
mococcic Pericarditis; Pericardiotomy; 
covery. Brit. M. J., 1924, ii, 1148. 


Purulent Pneu- 
Re- 


The author’s patient, a 17-year-old boy, developed 
acute pain over the left front of the chest. On the 
third day he was in great distress and showed signs 
of pericardial effusion; he was collapsed and gray, 
with a moist skin, and herpes on his lower lip. His 
temperature was 102.8 degrees F., his pulse 120, 
and his respirations 40. 

The area of cardiac dulness was greatly increased 
toward both sides. The heart beat could be felt in- 
distinctly, well within the left edge of the dullness, 
and for a short period a pleuropericardial friction 
sound was heard at the upper part of the left border. 
Paracentesis pericardii was performed in the fifth 
space, 114 in. from the sternum, the needle being 
passed backward and slightly upward and inward. 
The withdrawal of 300 c.cm. of serofibrinous straw- 
colored fluid was followed by immediate relief. After 
its removal, pericardial friction sounds were heard 
over the upper part of the dulness. The fluid con- 
tained many polymorphonuclear leucocytes with 
pneumococci. 

On the ninth day, 200 c.cm. of thin purulent fluid 
were aspirated, and this treatment was again followed 
by definite pericardial friction sounds. Later the 
pericardium was opened under local anesthesia in- 
duced with alypin and 1 in. of the fifth left costal 
cartilage wasexcised. The internal mammary vessels 
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Fig. 1 
Fig. 1. Antethoracic cesophagoplasty, first step. 


Fig. 2. Antethoracic cesophagoplasty, second step 
completed. 
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Fig. 2 


(Rovsing: Antethoracic Eso phagoplasty) 
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were retracted inward, and the pericardium was 
exposed and incised. Thin purulent fluid escaped. 
A drainage tube was inserted and passed behind the 
heart. 

Pyrexia continued at the left base, where dulness 
and diminished breath sounds persisted. As pus 
was found, the left pleura was opened and drained. 
Thereafter the temperature fell to normal and the 
patient made a steady recovery. 

If the diagnosis of pericarditis with effusion is 
correct there should be little risk to paracentesis. 
The operation of draining the pericardium can then 
be carried out under more favorable circumstances. 

Morris H. Kaun, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Rovsing, T.: Antethoracic @sophagoplasty. 
Surg., 1925, Ixxxi, 52. 


Ann. 


Rovsing discusses briefly several methods which 
were previously advocated for cesophagoplasty but 
have a high mortality. 

His own method, an operation in three stages, has 
been used in five cases. The technique in the first 
case was as follows: 

First stage, cesophagoplasty (Fig. 1), February 17, 
1921. From two parallel incisions beginning above 
the jugulum and meeting underneath the gastros- 
tomy, the skin was dissected free inwardly so that it 
could be united around a large rubber tube, and out- 
wardly so far that the skin from the sides could be 
drawn together and united in the midline. 





Vig. 3 


Fig. 3. Antethoracic cesophagoplasty, third step; the 


new cesophagus is now continuous with the gastric fistula. 














Fig. 4. Antethoracic cesophagoplasty, final result; ex- 
cellent swallowing function. 


Second stage (Figs. 2 and 3), March 31. Through 
an oblique incision along the anterior border of the 
sternocleidomastoid the cesophagus was dissected 
free for a sufficient distance for it to be lifted up to 
the incision in the skin by a finger inserted under it. 
Between two clamps the cesophagus was cut through 
and the inferior end was then drawn out through a 


INTERNATIONAL ABSTRACT OF SURGERY 





small incision in the left supraclavicular fossa, fixed 
there to the skin by silk sutures, and drained by a 
tight rubber drain. The oral end of the cesophagus 
= united with the newly formed antethoracic skin 
tube. 

Third stage, April 29. After the removal of the 
Pezzer drain from the gastrostomy, the surrounding 
skin was united in continuity with the antethoracic 
skin gullet as shown in Fig. 3. 

On July 6 and 21 it was necessary to close a small 
fistula at the upper end of the skin gullet. The final 
result is shown in Fig. 4. 

In the author’s last two cases he made a simple 
cesophagostomy, sutured the upper lumen of the 
divided oesophagus to the skin of the neck before 
making the antethoracic tube by skin plasty, and 
surrounded the cesophagostomy by skin flaps in the 
same manner as he surrounded the gastrostomy in 
his first case. In this way he avoided the great 
difficulties which attend the direct union of the lumen 
of the cesophagus cervicalis to the double antethorac- 
ic skin tube. It is very difficult to obtain a primary 
complete healing at this point, and when healing is 
defective a fistula with the formation of granulations 
may hinder the passage of food and perhaps lead 
to a true stricture. 

By cutting the cesophagus the author introduces 
and fixes a rubber drain in each lumen tightly by a 
suture before he cuts the posterior wall of the cesoph- 
agus. In this way he prevents the oozing of infected 
matter into the mediastinum. 

In four of the cases reported the stricture was due 
to the swallowing of caustic soda, and in one to a 
very severe diphtheria. Cart R. STEINKE, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Joyce, J. L.: Subperitoneal Effusions Simulating 

“ Acute Intraperitoneal Disease. Brit. J. Surg., 

1925, Xil, 547. 

A rapid effusion of blood, pus, or serum into the 
subperitoneal tissues may simulate acute intra- 
peritoneal disease. This was demonstrated in five of 
the author’s cases in which the condition was an 
acute osteomyelitis of the spine with a subperitoneal 
effusion of inflammatory serum; a perirenal hema- 
toma secondary to the rupture of an angioma which 
caused acute intestinal obstruction; a traumatic 
rupture of the renal artery and vein with a resulting 
retroperitoneal hematoma causing an _ intestinal 
obstruction; a retroperitoneal extravasation of urine 
from a ruptured bladder due to fracture of the pelvis; 
and a hematoma in the psoas sheath secondary to 
the rupture of an aneurism of the abdominal aorta. 

A large retroperitoneal effusion in the region of the 
loin gives rise to a striking and characteristic fixed 
dulness corresponding to the site of the displaced 
and collapsed colon which is in sharp contrast to 
the tympanitic note over the rest of the abdomen. 

J. Frank Dovucuty, M.D. 


Jezierski, S.: Cases of Peritonitis in the Gynecologi- 
cal Clinic in the Period from 1913 to 1923 (Die 
Peritonitisfaelle der Frauenklinik aus den Jahren 
1913-1923). Dissertation: Frankfort, 1924. 


In the period from 1913 to 1923, 280 cases of peri- 
tonitis—128 diffuse, 152 circumscribed—were treat- 
ed in the Gynecological Clinic of the City Hospital 
of Frankfort. Of the diffuse cases, seventy-five (58.6 
per cent) were due to abortion and twenty-seven 
(21.2 per cent) followed labor, twelve (9.3 per cent) 
were due to disease of the adnexa of other than puer- 
peral origin, twelve (9.3 per cent) were not due to 
genital causes, and two (1.7 per cent) were of un- 
known etiology. In the circumscribed cases the con- 
dition followed abortion in thirty-seven (24.3 per 
cent), labor in one (0.7 per cent), and disease of the 
adnexa in 104 (68.4 per cent). In six (3.9 per cent), 
it was not of genital origin, and in four (2.7 per cent) 
its cause was unknown. 

Of eighty-six diffuse cases treated by operation, 
twenty-four were cured, while of forty-two cases 
treated conservatively, only one (gonorrhceal) was 
cured. Of thirty-eight circumscribed cases treated 
by operation, thirty-four were cured, and of 114 in 
which no operation was performed 108 were cured. 
Of 137 cases in which the prognosis was equally poor, 
operation was performed in 106; twenty-four (22.6 
per cent) were cured. Of the thirty-one not operated 
upon, one (3.2 per cent) was cured. 

JezrIERSKI (G). 
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Handley, W. S.: Acute ‘‘General’’ Peritonitis 
and Its Treatment. Brit. J. Surg., 1925, xii, 417. 
The author confines his remarks to peritonitis of 
appendiceal origin. Acute general peritonitis is a 
spreading suppurative peritonitis of severe degree 
producing characteristic clinical symptoms—dis- 
tention and rigidity of the abdomen, an increasing 
pulse rate, repeated vomiting, and cessation of the 
passage of gas and feces by rectum. 

In surgery great progress has been made in the 
treatment of peritonitis. Murphy recommended 
early removal of the septic focus, peritoneal drain- 
age, the administration of large amounts of saline so- 
lution by rectum, and Fowler’s position during con- 
valescence. There can be no doubt that through the 
use of Murphy’s method the mortality of this condi- 
tion has been greatly reduced. 

It is essential to recognize the importance of in- 
testinal paralysis in peritonitis. The author directs 
attention especially to the class of cases in which the 
symptoms progress slowly toa fatalissue. He believes 
that the fatal outcome is due chiefly to the intestinal 
obstruction. 

The first stage of general peritonitis is usually a 
pelvic peritonitis. If the inflammation remains un- 
localized, the paralysis of the intestines extends to the 
level of the umbilicus. Handley finds that in general 
peritonitis the inflammation rarely extends above 
the umbilicus. The stomach and the jejunum may 
be distended but usually are not inflamed. Handley 
has come to the conclusion that peritonitis practically 
always begins-in the pelvis and extends slowly up- 
ward, rarely above the level of the navel. According- 
ly, he believes that if the obstruction is removed and 
the bowels can be made to act, the patient will re- 
cover. 

In the prevention of peritonitis, it is important to 
avoid purgatives and unnecessary movement of the 
patient, and to insist on early operation. 

If the inflammation of acute peritonitis is confined 
to the pelvis Handley does an ileocecostomy and ties 
the catheter into the cecum. If obstruction occurs 
in the hypogastric stage of peritonitis, he assumes 
that the ileum is inflamed and paralyzed. He there- 
fore anastomoses a normal coil of the jejunum to the 
transverse or ascending colon and places a Paul tube 
at the cecum. In four critical cases, the patient’s 
general condition improved rapidly following this 
procedure. Three of these patients recovered but one 
died a month later of streptococcal pyemia. 

The conclusion is drawn that death in peritonitis 
attendant upon perforation of the appendix is due 
mainly to intestinal obstruction, and that if this can 
be overcome the patient will recover. If the accepted 
methods fail to give relief a second operation is 
necessary. Joun W. Nuzum, M.D. 
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Bastianelli, R.: Pylorus Spasm and Its Surgical 
Treatment. Ann. Surg., 1925, Ixxxi, 45. 


The roentgenoscopic demonstration of more or 
less permanent closure of the pylorus during con- 
tractions of the antrum seems the best proof of the 
presence of the condition. If such a closure yields 
after a time and the emptying of the stomach is com- 
pleted in normal or nearly normal time, the closure 
is not to be regarded as of great importance since, 
being transient, it cannot produce definite changes 
in gastric function. On the other hand, if there is a 
marked delay in the emptying of the stomach not- 
withstanding normal peristalsis, it may be assumed 
that the closure of the pylorus is the true cause of 
the symptoms. The determination of the character 
of such a closure—whether it is spastic or organic— 
is not always easy. 

With regard to the pain associated with pyloric 
spasm without organic lesions the author states that 
it is very doubtful if the cause is the spasmodic con- 
traction of the antrum which is unable to overcome 
the sphincteric resistance, or contractions of the 
sphincter, or hyperesthesia of the gastric mucosa or 
nervous system. 

Bastianelli believes that our theories of pyloric 
spasm must be revised. He reports clinical cases, 
not with the idea that they solve the problem, but to 
show that surgery may perhaps lead here, as in 
many other pathological conditions, to a better 
understanding of the facts. 

In every case, careful clinical study and roentgen 
examinations led to the diagnosis of certain or prob- 
able duodenal ulcer, but in none of them was such a 
lesion found. 

Four cases are reported briefly. In each, a good 
result followed the Rammstedt type of operation, but 
the length of time since the operation is very short. 

A warning is given as to the danger of cutting 
through the mucosa of the duodenum. Bastianelli 
extends the incision, not to the duodenum, but more 
toward the antrum so that not only the ring, but also 
the fibers of the pyloric channel may be cut. 

Cart R. STEINKE, M.D. 


Hurst, A. F., and Briggs, P. J.: Diverticula of the 
Stomach: A Possible Source of Error in the Ra- 
diological Diagnosis of Gastric Ulcer. Brit. J. 
Radiol., 1925, Xxx, 1. 

True diverticula of the stomach are rare. They 
are invariably situated in the immediate neighbor- 
hood of the cardia. As the wall of the stomach is 
weak around its juncture with the cesophagus, a 
pouch may develop here as the result of increased 
intragastric pressure. Such diverticula are com- 
parable to the more common diverticula which occur 
at weak spots at the juncture between the pharynx 
and cesophagus. They are probably not congenital. 

True gastric diverticula are generally about the 
size of a cherry. Their walls are formed of mucous 
membrane which is usually atrophic, a very thin 
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and often incomplete layer of muscular tissue, and 
peritoneum. 

The position of a gastric diverticulum, its regular 
outline, uniform rounded shape, free movement with 
the stomach and to a slight extent independent of 
it, and its lack of tenderness make the diagnosis easy 
when its presence is suspected, but when it is not 
suspected a diagnosis of ulcer is apt to be made. 

Several cases are cited by the authors. 

SAMUEL Kauy, M.D. 


Sherren, J.: Acute Hzmatemesis and Melzna. 
Lancet, 1925, ccviii, 163. 

The terms hematemesis and melena are used 
respectively in this article for the vomiting of blood 
in fair-sized amounts and the passage of altered 
blood by rectum, the latter not including occult 
blood nor large amounts of unaltered blood passed 
from a simple or malignant growth of the colon or 
rectum. Hemorrhage is dependent upon a breach of 
surface; Sherren does not believe that oozing of 
biood from a mucous membrane can be the cause of 
serious bleeding. 

Clinically the cases fall into two groups, those of 
persons who have been in good health, and those of 
persons with a history of digestive disturbance. The 
first are the more difficult to deal with from all stand- 
points. These include cases of acute gastric ulcer 
and those of adults of either sex who, without warn- 
ing, vomit a large quantity of blood or have a faint- 
ing attack and pass altered blood by rectum. 

In the second group hemorrhage is a complica- 
tion which follows months or years of abdominal il!- 
health. Sherren considers it a grave occurrence; 
some of his patients have died of hemorrhage while 
awaiting operation. Acute hematemesis is only 
about half as frequent today as it was ten years ago, 
despite the fact that the number of peptic ulcers 
treated has increased 50 per cent. 

Cases of acute hematemesis and collapse should 
be treated with morphine and warmth. The risk of 
exploration is much greater than that of efficient non- 
operative treatment. If the bleeding recurs the 
stomach should be washed out with warm water and 
soda; in some cases adrenalin may be indicated. As 
soon as possible, a working diagnosis must be made. 
Among the causes, besides acute ulcer, are simple 
tumors of the stomach, disease of the spleen, early 
pulmonary tuberculosis, and blood diseases. 

Infective foci should be treated and the patient 
kept under observation. When every investigation 
brings a negative result, an abdominal exploration 
is indicated. Of sixty-three cases in which an ex- 
ploration was done, definite disease of the appendix 
was found in twenty-nine and cholecystitis in fifteen. 
In other cases in which exploration was negative 
the postmortem examination revealed an acute ulcer. 
Sometimes this ulcer was very minute. 

Hepatic cirrhosis as a cause has not been common 
in Sherren’s experience. It occurs in carcinoma of the 
stomach and in splenic anemia (including Banti's 
disease). 
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Melwna may occur in persons in perfect health; 
usually under such conditions the subject is a man. 
Immediate treatment should be followed by thor- 
ough investigation, and exploration should be under- 
taken if no external cause is found. Gastrojejunos- 
tomy should never be performed in the absence of a 
demonstrable lesion. 

In cases with a history of indigestion and in which 
a diagnosis of ulcer is made, operation should be 
carried out as soon as the condition of the patient 
will permit it. There is often a period immediately 
after the passing of blood when operation may be 
done before a second and possibly fatal hemorrhage 
occurs. If this opportunity is lost, the author waits 
until after the shock of the first hemorrhage has 
abated, usually about thirty-six hours. 

Postoperative heamatemesis is discussed with re- 
gard to operations on the abdominal organs in gen- 
eral and operations on the stomach. It may occur 
after operation for abdominal infection, particularly 
acute appendicitis and acute cholecystitis. When the 
bleeding following an operation on the stomach ap- 
pears early, immediate operation is indicated. No 
postoperative hemorrhage has occurred in any of the 
author’s cases of gastrojejunostomy since he began 
to loosen the stomach clamp before putting in the 
anterior layer of sutures. 

Late postoperative bleeding occurs from duo- 
denal ulcer, and is rare. It takes place usually in 
cases in which there was bleeding before operation, 
and may be due to the original ulcer or to a fresh 
ulcer. Bleeding occurred after operation in five of 
the author’s cases in which there was no pre-opera- 
tive hemorrhage. In all cases except one, it came on 
within eighteen months after the operation. In most 
cases the gastric acidity had not been greatly re- 
duced by the operation. 

In thirteen cases, bleeding occurred both before 
and after operation. Such hemorrhages are usually 
due to small erosions caused by infection. In cases 
which do not show a sufficient postoperative re- 
duction of acidity an exploration should be done for 
evidences of chronic trouble in other organs. No 
patient in whom the operation brought about a 
sufficient decrease in gastric acidity has had any 
postoperative symptoms whatsoever. 

Oscar S. Proctor, M.D. 


Carman, R. D.: Technical Aids in the Roentgeno- 
logical Demonstration of Lesions High in the 
Stomach and on the Posterior Wall. Radiology, 
1925, 1V, 33. 

Although in a majority of cases organic lesions of 
the stomach are demonstrable by simple roentgeno- 
logical technique, lesions on the posterior wall and 
high in the stomach require additional aids for their 
detection. The two most common diseases of the 
stomach, ulcer and carcinoma, most frequently in- 
volve the region of the lesser curvature and usually 
the distal one-half of the stomach. Therefore the 
erect posture and the dorsoventral view have become 
the basic features of roentgenological examination. 
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Lesions remote from the curvature or high in the 
cardia are a prolific source of error because these 
regions are protected by the thoracic cage and are in- 
accessible to manipulation. Therefore the oblique 
view, recumbent position, and palpation over ac- 
cessible areas have been added to the technique. 
Even with these methods, however, lesions high in 
the stomach or posterior wall may fail to be dis- 
covered. 

Although they are seen along the lesser curvature, 
most gastric ulcers are not situated immediately on 
the curvature, but are on the posterior wall so near 
the curvature that the projecting niche is easily seen. 
In a series of 639 cases of gastric ulcer W. J. Mayo 
found that the ulcer was on the posterior wall a con- 
siderable distance from the curvature in eighty-five; 
75 per cent of these were in the middle third, and 
16 per cent in the cardiac third. Niches of ulcers 
so situated and other lesions of the posterior wall 
such as ulcerating carcinomata and benign tumors 
may not be observed in the dorsoventral or oblique 
view. For the demonstration of such lesions the fol- 
lowing technical adjuncts are of decided value: 

1. Observation of the contrast meal as it enters 
the stomach during the process of gastric filling. 
Only the first few swallows need be observed. Nor- 
mally the stream does not wander about haphazardly, 
but follows a direct course in the upper part of the 
stomach until it impinges on the gastric wall. A 
tumor high on the posterior wall usually deflects the 
entire stream to either side, or if the mass is small 
may divide it, causing part of it to go above and part 
below. The crater of an ulcer or a deeply ulcerating 
carcinoma in this situation commonly fills and ap- 
pears on the screen as a very dense, circumscribed 
area in the course of the more faintly shadowed ba- 
rium stream. This method sometimes offers the only 
chance of discovering the lesion because after the 
stomach is filled the lesion cannot be seen. 

2. Careful inspection of the sulci between the 
ruge when demonstrable. To visualize the grooves, 
the patient is given a few swallows of the aqueous 
barium mixture and this is distributed thinly over 
the stomach by stroking palpation. In the region of 
the gas bubble, no furrows are seen. Below it they 
are visible as far as the pylorus. In the main, they 
run parallel with each other and with the curvatures. 
The average number of longitudinal ones is about 
ten. In certain pathological cases, usually ulcer of 
the posterior wall, Eisler and Lenk have noted 
oblique or almost transverse sulci running across the 
stomach and converging toward a point on the lesser 
curvature. At this point the niche of an ulcer was 
commonly, but not always present. The author has 
observed converging folds only in cases of spastic or 
organic hourglass stomach produced by a lesion. In 
such instances, the hourglass constriction is so 
strikingly indicative of a pathological condition that 
convergence of the rugz is superfluous as an index. 

3. Palpatory maneuvers to approximate the an- 
terior and posterior walls of the stomach, and thus 
reveal a small central filling defect or niche or elicit 
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abnormalities in the cardia. Palpatory pressure to 
bring the anterior and posterior walls near together, 
to thin the opaque ingesta, and thus to show abnor- 
malities of the wall, is seldom mentioned. This can be 
obtained most conveniently by slow stroking move- 
ments of the fingers downward over the stomach 
during the process of filling. During this manipula- 
tion, tumors on the posterior wall appear on the 
screen as translucent areas within the gastric sil- 
houette. The excavation of ar ulcer appears as a 
dense spot, usually circular in form, and if the pa- 
tient is turned so that an oblique or transverse view 
is obtained a projecting niche may be disclosed. An 
ulcerating cancer usually shows a central opacity 
representing the barium-filled excavation within an 
encircling translucency corresponding to the sur- 
rounding margin and, outside of this, the diffuse 
density of barium in the stomach. As the concavity 
of an ulcerating cancer does not extend into or be- 
yond the gastric wall, there is no projecting niche 
at any angle of view. Absence of a niche and the 
presence of the three shadow zones are virtually 
pathognomonic of this condition. 

4. Examination in the Trendelenburg position. 
The value of the Trendelenburg position in the ex- 
amination of the cardia and the demonstration of 
ulcers or small tumors on the posterior wall is at- 
tested to by the case of a patient whose first exam- 
ination, which was made in the standing position, 
was unsatisfactory and whose second examination 
after the use of belladonna showed that the barium 
accumulated intermittently in a peculiar manner as 
it entered the cardia, suggesting the possibility of a 
high lesion. The patient was then screened in the 
horizontal position. The cardia was then poorly 
filled and a niche on the posterior wall near the 
lesser curvature was suspected. At a third examina- 
tion the patient was again screened on the horizontal 
table, but with his hips elevated, approximating the 
Trendelenburg position. In this posture the cardia 
was outlined more definitely, and a niche was clearly 
seen on the posterior wall. At operation a perforated 
ulcer was found high on the posterior wall of the 
stomach. 

5. Roentgenography in the oblique or transverse 
view. As the oblique views in roentgenoscopy are in- 
valuable, plates made in the oblique diameters may 
also be helpful and may reveal a small but definite 
lesion. 


Lewisohn, R.: The Frequency of Gastrojejunal 
Ulcers. Surg., Gynec. & Obst., 1925, xl, 70. 

Lewisohn states that gastrojejunal ulcer is un- 
doubtedly one of the most serious of the sequelz 
of gastro-enterostomy, and in most instances is much 
more painful than the original ulcer for the relief 
of which the gastro-enterostomy was performed. 
The treatment of gastrojejunal ulcers may present the 
most difficult technical problems. Such lesions were 
found in 34 per cent of a series of cases operated upon 
by the author. Recurrences of gastrojejunal ulcers 
are by no means infrequent. 


There is a small group of surgeons who have been 
dissatisfied with the results of gastro-enterostomy 
and advise a more radical procedure in the treatment 
of gastric and duodenal ulcers, namely, partial or 
subtotal gastrectomy. Gastro-enterostomy has been 
used as the method of choice in the treatment of 
duodenal ulcers for nearly thirty years. It has had 
a thorough trial, has not been satisfactory. 

The results in a series of ninety-two cases carefully 
re-examined from four to nine years after operations 
of various kinds for gastric and duodenal ulcer are 
summarized as follows: 

Gastro-enterostomy with or without exclusion of 
the pylorus gave a perfect cure in nearly 50 per cent 
of the cases. Thirty-four per cent of the patients 
were believed to be suffering from gastrojejunal 
ulcer and there was little question as to the correct- 
ness of the diagnosis. Simple exclusion of the pylorus 
according to Berg’s method did not increase the 
incidence of gastrojejunal ulcer. 

The technique of these no-loop retrocolic posterior 
gastro-enterostomies was the same as that in general 
use, and the high percentage of gastrojejunal ulcers 
cannot be attributed to faulty surgical work. The 
kind of suture material used is a very unimportant 
factor in the occurrence of gastrojejunal ulcers. 
Trauma as a cause has also been overrated. 

Gastro-enterostomy does not reduce the hyper- 
acidity of the stomach even after years, but in 
practically all cases of resection a condition of an- 
acidity supervenes immediately and continues even 
after the lapse of many years. Hyperacidity is a 
contributory factor in the formation of gastrojejunal 
ulcers. Such ulcers very rarely follow resection of 
the stomach. The important factor in the preven- 
tion of gastrojejunal ulcer seems to be anacidity 
rather than the technique of the anastomosis. 

Partial or subtotal gastrectomy safeguards against 
the later occurrence of gastrojejunal ulcers and should 
therefore be the method of choice in the surgical 
treatment of chronic gastric and duodenal ulcers. 
While it is a more formidable operation than simple 
gastro-enterostomy, its mortality (from 5 to 10 per 
cent) is not excessive and not much greater than 
that following gastro-enterostomy as performed by 
the average surgeon. Cyrit J. GLAspeL, M.D. 


Rafsky, H. A.: The Treatment of Gastric Hzemor- 
rhage in Peptic Ulcer. Jnternat. J. Med. & Surg., 
1925, XXXviii, 8. 

Acute gastric hemorrhage in cases of peptic ulcer 
may prove fatal and often necessitates heroic meas- 
ures to save the patient’s life. The mortality 
ranges from 1 to15 percent. The treatment outlined 
by the author includes the treatment of the cause as 
well and overcomes the danger of small recurrent 
hemorrhages. 

Most of the hemorrhage in peptic ulcer is capillary 
or comes from the erosion of the smaller arteries 
affected by the ulcer. Spontaneous coagulation is 
prevented because the erosions are lateral and do not 
permit retraction of the arterial tunics. Because of 
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the anatomical arrangement of the blood vessels of 
the stomach and duodenum, the hemorrhage is 
greater than would be expected from the size of the 
bleeding vessels, and since the smaller arteries, 
veins, and capillaries play such an important part in 
these cases, the chance of finding and picking up the 
source of the bleeding is not very great. 

Surgical treatment has always been attended with 
a high mortality. The author therefore believes 
that these cases should be treated medically. 

The first principle is rest. The author’s patients 
are put to bed and given morphine as often as is 
advisable. All feeding by mouth is stopped. An 
Einhorn duodenal tube is inserted. Glucose and 
calcium lactate in water are administered by rectum. 
Thromboplastin may be given intramuscularly, and 
a blood transfusion if it is indicated. 

When the Einhorn tube has passed through the 
pylorus and entered the duodenum, feeding is begun. 
Eight ounces of milk with one egg and one table- 
spoonful of sugar are given every two hours. The 
administration of fluids by way of the bowel may 
then be stopped. The duodenal feeding is continued 
for two weeks. At the end of this time the tube is 
removed, the patient is allowed to get up, and the 
diet is gradually changed to normal. 

Duodenal alimentation is of advantage because it 
treats not only the hemorrhage but also the ulcer, it 
combats shock and anemia by the large intake of 
fluids, it nourishes the patient and supplies him with 
large quantities of fluid while the diseased area is 
rested, and it greatly shortens the period of dis- 
ability. With this form of medical treatment satis- 
factory and lasting results are obtained in most cases 
and there is no need to subject the patient to the 
dangers and risks of an operation, either during or 
after the hemorrhage. Cyrit J. Gasper, M.D. 


Cottle, G. F.: The Surgery of Juxtapyloric Ulcer. 
Ann. Surg., 1925, 1xxxi, 149. 

Of 3,769 cases admitted to the United States 
Naval Hospital at Brooklyn, eighty-one were diag- 
nosed as gastric or duodenal ulcer. Of seventeen 
cases which were operated upon for ulcer, fourteen 
showed ulcer, two no ulcer, and one, an ulcerating 
fibromyoma near the pylorus. 

The two patients with a perforated duodenal ulcer 
had severe pain in the upper abdomen, shock, a rapid 
pulse, leucocytosis, vomiting, board-like rigidity of 
the abdomen, and absence of liver dullness. In the 
first case, which was operated upon seven hours after 
the onset under ether anesthesia, the ulcer was in- 
folded and the abdomen closed without drainage. 
Later the patient had active pulmonary tuberculosis 
and ten months after operation complained of gastric 
symptoms. 

In the second case, a perforated ulcer was excised 
under local anesthesia three hours after the onset. 
Eight months after the operation the patient was 
able to work but stated that it was necessary to 
restrict his diet. Gastro-enterostomy was not per- 
formed in either case. 
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The fifteen other cases operated upon were chronic, 
the symptoms having been present for from three to 
seven years. Medical treatment was given a fair 
trial before operation. Diagnostic criteria were the 
patient’s age, the duration and periodicity of the 
symptoms, epigastric pain and tenderness, the re- 
lation of the pain to the ingestion of food, and the 
occurrence of vomiting, hematemesis, and melzna. 
Gastric analysis, which gave little additional posi- 
tive information, usually showed a moderate hyper- 
acidity. Determinations of the gastric motility 
and retention were less dependable than fluoroscopic 
examination or X-ray plates. The string test and 
examination for occult blood in the stool yielded little 
of value. The X-ray examination proved positive 
or highly suggestive in every case and, alone, showed 
the probable location of the ulcer. 

In one case there was pyloric obstruction with 
marked dehydration and over-night retention of 
food. In all cases there was a mild anemia. When 
the history and the physical and X-ray findings 
agreed, operation was advised. In one case in which 
an ulcer was found, the history (alcoholic gastritis) 
did not support the diagnosis, but ulcer was found. 
In two cases the history and X-ray findings were 
vague, and operation revealed no ulcer. Four 
patients had a quiescent, one a re-activated, and 
one an active pulmonary tuberculosis. Three had 
splanchnoptosis; one, mild epilepsy; three, a well- 
marked psychoneurosis; and one, a chronic arthritis. 
Many had foci of infection in their teeth. 

Of eight patients with chronic duodenal ulcer one 
had pyloric obstruction, twenty-four-hour retention, 
a weight loss of 30 lbs., a hemoglobin value of 70 
per cent, and defective teeth. The callous ulcer near 
the pylorus was not disturbed. Posterior gastro- 
enterostomy relieved the symptoms. The seven 
other patients were cured or markedly relieved by 
excision of the ulcer without gastro-enterostomy. 
In addition, four had an appendectomy, and one a 
pyloroplasty. All but one had a six-hour retention. 
In no case of duodenal ulcer. was there melena 
or hematemesis. 

The four patients with gastric ulcer suffered from 
vomiting and were less definitely relieved by the 
ingestion of food. The symptom periodicity noted 
in the cases of duodenal ulcer was absent. In one 
case there was no barium retention; in two, a re- 
tention for seventy-eight hours; and in one a reten- 
tion for six hours. The ulcers were large and callous, 
and there were perigastric adhesions. Two were of 
the chronic perforative variety. The four cases were 
treated respectively by V excision; cautery excision, 
Balfour gastro-enterostomy, and appendectomy; 
pylorectomy with gastroduodenostomy by the 
Billroth method; and partial gastrectomy with 
transcolic gastrojejunostomy. 

In one case of benign pedunculated fibromyoma 
near the pylorus with an ulcer at its apex and witha 
ball-valve action against the pylorus there were two 
exsanguinating haemorrhages. The X-ray showed 
a large filling defect at the pylorus. The tumor was 
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removed by a gastric excision surrounding the small 
pedicled base. One year later the patient returned 
complaining of indigestion, loss of weight, nervous- 
ness, and constipation. 

In the cases without ulcer the history and physical 
findings were indefinite. Both patients had splanch- 
noptosis and a six-hour barium retention. One 
was suffering from a neurosis with mental depres- 
sion. Both were greatly benefited by pyloroplasty 
(which permitted exploration). In one case an 
appendectomy was done. 

Local infiltration anesthesia was used alone in 
three cases; local infiltration anesthesia with a small 
amount of ether in four; and ether or nitrous oxide 
oxygen-ether in ten. Two patients who were given 
ether developed postoperative complications—one, 
a brief bronchopneumonia, and the other, re-activa- 
tion of pulmonary tuberculosis. 

Before operation the teeth were brushed and the 
stomach was lavaged. Twenty-four hours after the 
operation, water was given in teaspoonful doses, re- 
peated hourly. The quantity and interval were 
gradually increased. If vomiting occurred, feeding 
was stopped and lavage instituted. The patients 
were fed soon after operation, and a soft diet was 
reached by the tenth day. When the patients left 
the hospital, they were advised to have treatment 
for any carious or suspicious teeth. They were in- 
structed also to confine their diet to bland, non- 
irritating, and well-cooked food, and to avoid highly 
seasoned, greasy, fried, and acid foods. Excessive 
smoking was advised against, and alcohol was for- 
bidden. 

In the seventeen cases there were no deaths. The 
immediate results were excellent. The follow-up 
reports showed an apparent cure in all except the 
case of pulmonary tuberculosis and the case of 
neurasthenia. 

The author believes that a surgical cure should not 
be claimed unless the patient is relieved of pain and 
is sufficiently well to return to work on a reasonably 
unrestricted diet. WALTER C. BurKET, M.D. 


Duval, P.: The Operative Treatment of Perforated 
Gastroduodenal Ulcers; Indications Furnished 
by the Anatomical and Pathological Study of 
the Perforation (A propos de traitement opératoire 
des ulcéres gastro-duodénaux perforés; indications 
fournies par l’étude anatomique et pathogénique de 
la perforation). Bull. et mém. Soc. nat. de chir., 
1924, 1, go8. 


The accepted treatment for ulcer perforation is 
operation performed as soon as possible, but the 
operative methods vary widely from simple suture 
and excision to more or less extensive resection of the 
stomach. 

In a study of nineteen specimens—fourteen of 
gastric ulcers and four of duodenal ulcers—Moutier 
found that there are two general types of perfora- 
tion mechanism. The amicrobic chronic ulcer per- 
forates mechanically as the result of the rupture of 
the scar, the formation of a fissure in the healing base 


(intense sclerotic reaction with newly formed capil- 
laries or destructive evolution). In such cases the 
peritoneum is uninfected. The gastric acidity 


temporarily overcomes any bacteria in the gastric 


contents. 

The acute or chronic inflammatory ulcer with jn- 
fected contiguous walls perforates as the result of 
subacute necrosis or suppuration due to numerous 
bacteria in its walls. Intraparietal streptococcic, 
single or miliary abscesses may occur. 

Moutier noted two types of septic perforations: 
(1) a suppurative perforation with a surrounding 
subperitoneal purulent layer extending some dis- 
tance, an abscess buried in the ulcer depth, or dis- 
seminated miliary intraparietal abscesses; and (2) 
a toxic perforation with an acute tissue necrosis, 
possibly due to the streptococcic toxins. In both 
types the peritoneum becomes infected. 

The differences in the immediate septicity and the 
early appearance of peritoneal fluid are very marked. 
Razemon found the serous fluids sterile in nearly 
half of the cases. In Duval’s opinion, the septicity 
of the peritoneal and gastric lesions is the same, i.e., 
a streptococcic perforation causes a streptococcic 
peritonitis. 

Moutier’s findings disprove the theory that every 
perforated ulcer is a dead ulcer and that therefore 
simple suture is sufficient without indirect (gastro- 
enterostomy) or direct (excision) treatment. 

The failures in the cases operated upon early and 
in which the general and local condition are appar- 
ently good are due usually to failure of the sutures 
to hold because of the septic condition of the gastro- 
intestinal walls. In infection of attenuated viru- 
lence the suture may hold and give success in spite 
of the presence of peritoneal fluid and the fact that 
bacterial cultures from the ulcer are positive. In 
the presence of a true streptococcus infection of the 
stomach wall the suture is certain to fail. If the wall 
is amicrobic, any suture method or a Jarge or small 
resection is successful. When infection has extended 
only a short distance in the stomach wall, the seg- 
mentary resection passes well beyond the infection 
and suturing can be done in a bacteria-free zone 
with the prospect of perfect healing. 

Simple suture results in permanent healing in: (1) 
amicrobic ulcer perforations, (2) mechanical per- 
forations, and (3) a group of rare cases of hyperacute 
septic necrotic ulcerations which are so well cir- 
cumscribed that the sutures can be placed in healthy 
tissue. 

If the mechanically perforated ulcer is healed or 
healing, the perforation and the simple suture do not 
interrupt recovery and gastro-enterostomy is un- 
necessary. On the other hand, in cases of mechani- 
cally perforated aseptic ulcers undergoing chronic 
ulcerous evolution, gastro-enterostomy is advisable. 

In septic perforation a simple suture cannot be 
made in the infected stomach wall. Such a condition 
indicates ablation of the ulcer and the infected zone 
of the stomach. Destruction by heat, ulcer excision, 
or small gastric resection may suffice and give good 











results if the sutures are placed in an amicrobic area. 
However, an extensive gastric resection gives the 
best results because, when a larger portion is re- 
moved, there is a better opportunity to place the 
sutures in non-infected walls. Moutier found that 
infection in the gastric wall extends especially by 
the lymphatics and the subperitoneal cellular tissues, 

The macroscopic differences between amicrobic 
and infected perforated ulcers as seen at the operat- 
ing table have not been clearly defined. Since 
vedema is a function of infection, subperitoneal cede- 
ma should suggest infection. But oedema may be 
absent in a subacute infectious process. 

Duval desires to emphasize especially that per- 
foration may be purely mechanical and amicrobic 
or the result of a serious and more or less rapid in- 
fection of the gastric wall. The knowledge of this 
fact aids in the selection of the operative technique 
suitable for a particular case and explains the diver- 
gence of opinion as to the best operative method. 

Watter C. Burket, M.D. 


Loehr, W.: A Clinical and Experimental Contribu- 
tion on the Problem of Peritonitis Due to the 
Perforation of Gastric and Duodenal Ulcer and 
Its Sequelz (Klinischer und experimenteller Bei- 
trag zur Frage der Perforationsperitonitis des Magen- 
und Duodenalgeschwuers und seiner Folgezustaende). 
Deutsche Ztschr. f. Chir., 1924, clxxxvii, 289. 


The author discusses the treatment and cure of 
perforated gastric and duodenal ulcer on the basis 
of the cases seen at the Kiel Clinic during the last 
twenty years. 

In the ninety-three cases of gastric ulcer there were 
forty-four deaths, a mortality of 47.3 per cent, while 
in the thirty-nine cases of duodenal ulcer there were 
eleven deaths, a mortality of 29 per cent. 

When the operation was performed within the 
first twelve hours after the perforation, the mortality 
was 16 per cent in the cases of gastric ulcer and 4 per 
cent in those of duodenal ulcer. After the twelfth 
hour it rose rapidly to between 92 and 100 per cent 
in the cases of gastric ulcer, and to 100 per cent in the 
cases of duodenal ulcer. 

None of the patients who were operated upon 
within the first twelve hours died immediately of 
suppurative peritonitis, but all of the deaths of those 
operated upon after twelve hours were due to this 
condition. In the cases in which recovery resulted 
when the operation was performed after twelve 
hours, and in one case in which it was performed 
after five days, it was found that the lesion was a 
small ulcer or a covered perforation which would 
probably have become healed spontaneously. 

After the admixture of gastric juice with a large 
number of pathogenic bacteria (colon bacilli, strep- 
tococci, staphylococci) the bacteria could never be re- 
covered. When a patient with a gastric ulcer or gas- 
tric carcinoma was fed with emulsions of bacillus 
prodigiosus cultures shortly before operation, the 
bacilli were found only in cases of anacidity, but in 
such cases they were recovered in large numbers. 
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From his own investigations and the reports of 
Brunner and Bruett, the author concludes that in 90 
per cent of the cases of duodenal ulcer the stomach 
is either sterile or infected with non-pathogenic 
bacteria of the small intestine, whereas in the cases 
of gastric ulcer this finding is made in only 82 per 
cent, and in 18 per cent a few colonic bacteria are 
found. The numbers of the bacteria depend chiefly 
upon the hydrochloric acid content of the gastric 
juice. As the result of severe abdominal affections 
and operations, the hydrochloric acid content be- 
comes reduced. Anesthesia has no part in this re- 
duction. After the perforation of a gastric or duo- 
denal ulcer, the hyperacid and normal acid values are 
decreased to alkalinity and with this change the 
sterility of the gastric and duodenal membrane and 
contents gives place to the entrance of colonic bac- 
teria. This explains the severity of renewed perfo- 
rations. In five cases yeasts and thrush fungi were 
found in the gastric contents. Von Repwirz (Z). 


Finsterer, H.: Ulcer Carcinoma of the Stomach (Das 
Ulcuscarcinom des Magens). Arch. f. klin. Chir., 
1924, CXXXi, 71. 

Opinions as to the frequency of ulcer carcinoma 
are still widely divergent. While a number of clini- 
cians and pathologists (Bier, Anschuetz, Kocher, 
Aschoff) hold this change to be extremely rare, others 
(Zenker, Payr, Kuettner, Ochsner) maintain that 
it is relatively frequent. The difference of opinion is 
due to a certain extent to the more or less unreliable 
methods used in determining the frequency of this 
complication and the difference in the indications 
for resection which are recognized by different sur- 
geons. 

At first, the ulcer carcinoma looks like the usual 
callous ulcer. Characteristic of the areas that have 
undergone carcinomatous change is a radial folding 
in the direction of the ulcer base, and sometimes a 
marked reddening and irregular puffing. Only by a 
thorough examination of the preparation (eventual- 
ly in serial sections) is it possible to be sure that an 
ulcer carcinoma has not escaped detection. 

The frequency of ulcer carcinoma is difficult to de- 
termine because on macroscopic examination cal- 
lous ulcer cannot be distinguished with certainty from 
carcinoma with secondary peptic ulcer formation 
(Aschoff). Finsterer therefore concludes that every 
chronic ulcer should be resected since the possibility 
of cancer can never be excluded. The relative rarity 
of the development of cancer after gastro-enter- 
ostomy for ulcer (Loehr, Kocher) is attributed by 
Finsterer to the fact that in a certain percentage of 
cases the ulcer heals after the palliative operation. 
On the other hand a whole series of cases is known in 
which a gastric carcinoma developed later. Finsterer 
has operated upon twenty-three cases of ulcer car- 
cinoma, and in addition nine cases in which it was 
very probable that the cancer had its origin in a 
gastric ulcer. The operative mortality of ulcer car- 
cinoma is not higher than that of the ordinary ulcer 
resection. The late results of the radical operation 
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are relatively poor. Of sixteen cases, not less than 
seven ended in death from metastases (not from local 
recurrence) within two and one-half years. 

The author advocates for cases of ulcer carcinoma 
and for ulcer in general the resection of two-thirds of 
the stomach for the removal of the entire lesser 
curvature. Among other factors that led him to this 
procedure was Stoerck’s demonstration of the fact 
that in cases of chronic ulcer, not only the antrum, 
but also the bordering fundus region, exhibits a 
severe, chronic gastritis. Bruetr (Z). 


Rytkoelae, T.: Two Cases of Knot Formation of the 
Small Intestine (Zwei Faelle von Duenndarm- 
knoten). Finska lack-saellsk. handl., 1924, Ixvi, 635. 


The author reports two cases of the formation of 
knots between coils of the ileum. Because of gan- 
grene, resection of 443 and 265 cm. of the small 
intestine was done. A cure resulted. The structure 
of the knots and the manner in which they were 
released are shown by schematic drawings. 

The author discusses briefly the seven similar 
cases which have been reported in the literature. 

RYTKOELAE (Z). 


White, F. W.: The Clinical Importance of Chronic 
Changes in the Appendix. Am. J. Roentgenol., 
1925, xili, 12. 

The author states that the term ‘‘ chronic appendi- 
citis” is a poor one as there is no chronic inflamma- 
tion in this organ except that due to tuberculosis. 
Clinical experience has shown that we should be slow 
in diagnosing appendicitis as a cause of digestive 
symptoms unless there is a clear history of acute or 
recurrent attacks and no other cause is found. Fully 
one-half of the patients subjected to appendectomy 
for chronic indigestion return later stating that they 
have not been relieved. 

The direct roentgen signs of chronic changes in the 
appendix are tenderness, fixation, kinking, changes 
in the shape and position of the organ, lack of filling, 
slow emptying, beading, and adhesions. The indirect 
signs are pyloric spasm, gastric residues, and ileal 
stasis. 

The appendix may be seen filling during the ex- 
amination, regardless of whether buttermilk or 
starch gruel was used for the barium meal. Seg- 
mentation or beading is found in about one-third of 
normal cases and therefore has no value as a sign of 
pathological changes. Filling around fecal masses 
which show in the appendix like peas in a pod is 
fairly frequent and most marked in an appendix 
which does not empty well. The normal appendix 
empties usually in one or two days unless it drains 
poorly, when it remains filled one or two days longer. 

Fixation is important and significant if one part, 
such as the tip or median part, is fixed and there is 
kinking. Adhesions of the appendix may deform 
the ileum, cacum, or transverse colon. Changes in 
the shape of the appendix, such as kinking, angula- 
tion, narrowing, and irregular dilatation, must be 
constant to be of diagnostic significance. 
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Of the indirect signs of chronic changes in the 
appendix, ileal stasis is of some value in the diagno. 
sis but is of less importance in weak, sick old persons 
and atonic ptotic persons than in others. The gastric 
signs are pyloric and duodenal spasm, but these have 
little value. Pyloric spasm may be caused by many 
conditions such as hyperacidity, ulcer, cholecystitis, 
and neurasthenia. Incompetence of the ileocecal 
valve is of little significance as it is often found in the 
absence of changes in the appendix. 

In conclusion the author states that in the diagno- 
sis of chronic appendicitis the clinical history must 
always be considered. MERLE R. Hoon, M.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Deaver, J. B.: The Surgery of Jaundice. Ann. Surg., 
1925, Ixxxi, 287. 

From the surgeon’s viewpoint there are three path- 
ogenic types of jaundice: (1) that due to obstruc- 
tion, (2) that due to excessive and perverted hemol- 
ysis, and (3) that following operation and due to 
infection or operative trauma. Clinically there are 
also the painful and painless types. 

In painful jaundice it is important to note that the 
attacks of acute pain precede the jaundice. Painful 
jaundice is more apt to be permanently relieved by 
operation than painless jaundice. 

The author believes that jaundice secondary to 
infection occurring in other parts of the body besides 
the upper abdomen is rare. He gives a detailed re- 
port of two such cases, one a retroperitoneal collec- 
tion of pus, and the other an infection secondary to 
self-induced abortion. 

In Deaver’s opinion, sufficient emphasis has not 
been placed upon the contracted papilla of Vater as 
a cause of at least temporary obstruction of the 
common duct and jaundice. 

In cases of hemolytic jaundice a cure is obtained 
only by early splenectomy. 

The chronic jaundice of biliary cirrhosis is relieved 
by an early drainage operation. 

Postoperative jaundice, which is the most difficult 
to treat, is usually due to injury of the common bile 
duct and occasionally to injury of the hepatic duct 
and the stirring up of infection by the operation. 

The operative treatment of jaundice depends upon 
its cause. It may consist of drainage of the gall 
bladder, either externally or through the duodenum; 
removal of the gall bladder; drainage of the common 
duct; anastomosis of the common duct to the duode- 
num; or removal of the spleen. 

The author never performs cholecystogastrostomy 
unless the duodenum cannot be mobilized. 

SutrLey C. Lyons, M.D. 


Blalock, A.: A Statistical Study of 888 Cases of Bil- 
iary Tract Disease. Bull. Johns Hopkins Hosp. 
Balt., 1924, XXxv, 391. 

Blalock reviews all of the cases of biliary tract 
disease treated on the surgical service of the Johns 
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Hopkins Hospital in the last thirty-five years. These 
cases have been classified and studied from the stand- 
points of etiology, symptoms, physical findings, 
laboratory tests, operation and re-operation, bac- 
teriological and pathological findings, the immediate 
postoperative course, and the end-results. The data 
are presented by numerous analytical tables. 

Consideration is given first to the cases of acute 
and chronic cholecystitis without stone formation, 
cases with stone in the common duct, and cases with 
stone in the cystic duct or the gall bladder. Seventy- 
eight per cent of the patients were between 40 and 
60 years of age. The incidence of cholecystitis with- 
out stone was approximately the same in males and 
females, whereas stone formation occurred twice as 
often in females as in males. A history of typhoid 
was given in 28 per cent of the cases. Pregnancy also 
appeared to be a predisposing factor. 

The cases without stone came to operation much 
sooner than the cases with stones. The initial symp- 
tom of the condition was pain in 69 per cent of the 
cases and indigestion in 16 per cent. Remissions with 
almost complete freedom from symptoms occurred 
in approximately three-fourths of the cases. Eighty- 
six per cent of the patients complained of indiges- 
tion; 76 per cent, of nausea; 73 per cent, of vomiting; 
62 per cent, of constipation; 59 per cent, of eructa- 
tion of gas; 62 per cent, of chills and fever; and 66 
per cent, of loss of weight. Jaundice occurred in 
about 40 per cent of the cases of cholecystitis with 
stone, 40 per cent of the cases of cholecystitis with- 
out stone, and g1 per cent of those with stone in the 
common duct. In 42 per cent of the cases with stone 
in the common duct it was described as constant. 
In 96 per cent, pain was the most constant symptom; 
in 54 per cent it wasin the right upper quadrant, and 
in 29 per cent in the epigastrium. Radiation of pain, 
mainly to the right shoulder or the back, occurred 
in only 51 per cent, and among these there were 
twice as many cases of cholecystitis with stone as 
cases of cholecystitis without stone. A history of 
biliary colic was given in 81 per cent of the entire 
series and in 57 per cent of the cases without stones. 
In 22 per cent the gall bladder was palpable. Ten- 
derness in the right upper abdomen was present in 
77 per cent. In 71 per cent, the pre-operative leu- 
cocyte count was less than 11,000. In 23 per cent of 
206 cases the gastric analyses showed achlorhydria, 
and in 73 per cent a normal acidity. 

Adhesions of varying degree were present in the 
right upper abdomen in 73 per cent of 727 cases 
operated upon. The gall bladder was usually found 
distended in the cases of stone in the gall bladder or 
the cystic duct, while in the cases without stones its 
wall was commonly found to be thickened, and in 
the group with stones in the common duct it was 
usually small and contracted. Cultures of the bile 
made at operation were positive in 58 per cent of 
the cases; bacillus coli was found in one-half of 
these, and bacillus typhosus in one-fifth. 

Of fifteen cases of stone in the common duct in 
which the duodenum was probed, a subsequent op- 
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eration was necessary in seven. Induration of the 
pancreas was found in approximately 0.5 per cent 
of 735 cases. In 11 per cent of the 735 cases more 
than one operation was necessary. Cholecystostomy 
had been done in 89 per cent of these and chole- 
cystectomy in 11 per cent. Disregarding the type of 
operation done, it is noted that the ultimate result 
was described as recovery in 56 per cent of the cases, 
improvement in 8.5 per cent, and no improvement or 
a recurrence in 4.5 per cent. The hospital mortality 
in the 735 cases was 9.5 per cent. The cause of death 
was peritonitis in 30 per cent, hemorrhage in 11 per 
cent, and pneumonia in 11 per cent. 

The conclusions as to the results of surgical treat- 
ment are based upon replies from 274 patients, 49 
per cent of whom were subjected to cholecystectomy 
and 51 per cent to some type of drainage operation. 
Comparing the two groups, it is seen that after 
cholecystectomy the immediate mortality was lower, 
the percentage of cures and cases with improvement 
was higher, and the necessity for a second operation 
and the occurrence of postoperative pancreatitis less 
frequent than after cholecystostomy. These results 
were recorded in spite of the fact that 7 per cent of 
the patients classified as poor risks were subjected to 
cholecystectomy rather than to a drainage operation. 

The criteria accepted as indicating grave surgical 
risk were acute pain and muscle spasm, fever, deep 
jaundice, a high leucocytosis, dense adhesions around 
the gall bladder, and marked inflammatory changes 
in the gall bladder or ducts. The necessity for re- 
operation and the recurrence of symptoms while the 
patient was still in the hospital after the primary 
operation were uniformly greater after the drainage 
types of operation than after cholecystectomy, and 
in the majority of the cases with recurrence and re- 
operation the condition at the time of the primary 
operation was classified as acute. 

Forty-two cases presenting malignancy of some 
part of the biliary tract are also considered in this 
report. Seventy per cent of the patients were fe- 
males. The youngest patient was 34 years old. In 
70 per cent of the cases the symptoms had been pres- 
ent for less than one year. The initial symptom was 
pain in 48 per cent, indigestion in 24 per cent, ma- 
laise in 14 per cent, and jaundice in 7 per cent. In 
70 per cent the symptoms were continuous. Eighty- 
one per cent of the patients complained of pain, 66 
per cent of nausea, 65 per cent of vomiting, 70 per 
cent of obstipation, 57 per cent of the eructation of 
gas, and 38 per cent of referred pain. Jaundice was 
present in 78 per cent. 

Of forty-two patients, 13 per cent gave a history 
of typical biliary colic, while 19 per cent had no pain. 
Jaundice was intermittent in 21 per cent and persis- 
tent in 55 per cent. In go per cent there was a loss 
of weight. The liver was palpably enlarged in 71 per 
cent, and the gall bladder was palpable in 65 per 
cent. The urine contained bile in 60 per cent of 
thirty-four cases in which this test was made. A 
marked leucocytosis, up to 39,000, was found in 
many of the cases. 
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A comparison of the symptoms of the malignant 
group with those of the non-malignant group showed 
that with malignancy the history was shorter, pain 
was less frequently the initial symptom, the symp- 
toms were more nearly continuous, the incidence of 
nausea, vomiting, and referred pain was less, the in- 
cidence of jaundice, especially persistent jaundice, 
was higher, a loss of weight and the occurrence of 
biliary colic were less frequent, the pain was more 
diffuse, enlargement of the liver and gall bladder was 
more common, and tenderness in the right upper 
quadrant was less common than in the non-malig- 
nant cases. 

At operation, clear, bloody, or bile-stained free 
fluid, was found in the peritoneal cavity in 32 per 
cent of the cases. Gross metastatic nodules were dis- 
cernible in the liver in 49 per cent. The gall bladder 


was the site of the neoplasm in over 50 per cent. The © 


operative procedures are not discussed except for the 
statement that they appeared to hasten death. 
Eight cases in which the pathology is described as 
dense pericholecystic adhesions are reported. In 
all of these the symptoms were suggestive of chole- 
cystitis, and in six there was tenderness over the 
gall bladder. In six cases of the series the operation 
consisted merely in the release of adhesions; in the 
remaining two, cholecystostomy was done in addi- 
tion. The results are described as satisfactory. 
Harry W. Bacuman, M.D. 


Judd, E. S., and Burden, V. G.: Internal Biliary 
Fistula. Ann. Surg., 1925, 1xxxi, 305. 


Internal biliary fistula is a late complication of 
cholelithiasis. It rarely occurs in the absence of 
calculi. The organs involved are the duodenum, 
colon, and stomach. The fistula is nearly always 
a direct communication; only rarely is there an inter- 
vening abscess cavity. The symptoms are charac- 
terized by long duration and severity. Intestinal 
obstruction is an unusual sequela. The diagnosis is 
usually made only at the operating table. 

The formation of a spontancvus internal biliary 
fistula is in no sense a cure of cholelithiasis, but an 
additional and dangerous complication. The treat- 
ment of the condition is closure of the fistula, 
cholecystectomy when possible, and careful explora- 
tion of the ducts for stones. In some cases emergen- 
cy drainage of the gall bladder and ducts may be 
the only logical procedure. Separate lesions in the 
stomach or duodenum may be complicating factors. 
The unnecessarily high mortality is a direct result 
of the patient’s delay in coming to operation. 


Moynihan, Sir B.: Acute Pancreatitis. Ann. Surg., 
1925, Ixxxi, 132. 

Fitz describes hemorrhagic, gangrenous, and sup- 
purative types of acute pancreatitis. These are 
essentially the same, differing only in degree. In 
the most acute and rapidly fatal forms there is 
hemorrhage throughout the gland. In less acute 
cases the patient may discharge sloughs of pancreas 
and fat for many weeks after operation. In more 


chronic cases an abscess may develop in and around 
the gland so slowly that it has time to point in front 
or in the costovertebral angle. 

Moynihan regards the clinical picture as unmis- 
takable. The first and chief symptom is pain which 
is more agonizing than that of a ruptured gastric or 
duodenal ulcer, occurs frequently after meals, and is 
most intense in the epigastrium but may be felt in 
the back or loins. The condition causes also collapse 
with a rapid, small pulse and a low blood pressure, 
prostration, coldness of the extremities, and rapid, 
shallow breathing. Vomiting occurs almost invaria- 
bly. Nausea, retching, and hiccough are more fre- 
quent than in intestinal obstruction. Halsted noted 
a lividity of the face and slate-colored patches ir- 
regularly distributed over the abdomen or limbs. 
This cyanosis is never found in other acute abdomi- 
nal accidents. 

Slight jaundice may occur. General abdominal 
rigidity is marked, and there is acute tenderness in 
the epigastrium. The epigastrium may protrude 
while the lower abdomen is retracted. The general 
abdominal fixity and hardness is less marked than in 
perforation of a viscus. Loewe’s test may be positive 
(2 or 3 drops of a 1:1,000 adrenalin solution dropped 
on the conjunctiva of one eye, and repeated in a few 
minutes, dilate the pupil after from fifteen to thirty 
minutes). Glycosuria is not infrequent. Diastase is 
increased tenfold. Cammidge’s urinary osazone 
reaction may be positive. In less acute cases the 
symptoms subside for three or four days and then 
become severe and associated with an evening 
temperature of 102 or 103 degrees F., and with wast 
ing, vomiting, and increasing epigastric fullness. A 
swelling may appear in the costovertebral angle. 

Occasionally, during an operation for gall-bladder 
or common-duct stones, fat necrosis and an enlarged 
blood-infiltrated pancreas surrounded by cedema 
have been noted. The association of acute and 
chronic pancreatitis with cholelithiasis, the relation 
of the common duct to the duct of Wirsung, the 
sphincter of Oddi at the ampulla of Vater, and the 
intercommunication of the biliary and pancreatic 
lymphatics emphasize the dependence of pancreatic 
inflammation upon causes in the biliary passages. 

The common duct is either completely embedded 
in the head of the pancreas (three out of four cases) 
or lies in a deep groove on its posterior surface. 
Hence inflammation of the common-duct wall may 
spread to the pancreas. The duct of Wirsung and 
the common duct may terminate in a single cavity 
which empties into the duodenum by a small orifice, 
or the duct of Wirsung may join the common duct 
about % in. above its duodenal outlet. In other 
cases there may be a separate opening for each in a 
duodenal depression or separate openings on a duo- 
denal papilla. In the first two forms, a blockage of 
the outlet converts both ducts into a single channel. 
In the last two, blockage of one has no effect on the 
other. 

The immediate cause of gland necrosis is the 
activation of the pancreatic juice within the gland. 
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Experimentally, it seems impossible to force the duo- 
denal contents back into the duct of Wirsung so that 
enterokinase may convert trypsinogen into trypsin. 
In 1856 Bernard discovered that bile would activate 
pancreatic juice and he produced acute gland ne- 
crosis by injecting bile and sweet oil into the pan- 
creatic duct. 

In a postmortem examination performed in 1901 
in one of Halsted’s cases of acute pancreatitis Opie 
found that the common duct and duct of Wirsung 
constituted a single channel from a small stone 
blocking the outlet and that bile was thrown back 
into the pancreas. In 200 consecutive routine post- 
mortems, Mann found the anatomical arrangement 
of the Halsted-Opie case in forty. Judd states that 
the conversion of the two ducts into a single channel 
through closure of the duodenal ampulla by the 
sphincter of Oddi or a calculus is possible in 4.5 per 
cent of persons. Moynihan believes that since acute 
pancreatitis is a rare condition, most of the cases fall 
within this group. Opie, Flexner, and others have 
produced pancreatitis by injecting bile, bile salts, 
and chemical irritants into the pancreatic duct. 
Pélya was able readily to cause pancreatic necrosis 
with hemorrhage, fat necrosis, and death by in- 
jecting strongly active trypsin into the duct, less 
constantly by injecting duodenal contents or bile 
mixed with bacteria, and rarely by means of bacteria 
alone. 

Mann states that the bile pressure in the common 
duct is due to: (1) secretory pressure (350 mm. of 
bile); (2) gall-bladder contraction (300 mm.); and 
(3) abdominal muscle contraction. Deep respiratory 
movements, struggling, retching, and especially 
vomiting, cause marked bile-pressure changes. 

Archibald believes that acute pancreatitis is 
brought about by the action of the sphincter of Oddi 
with increased bile pressure. In ro per cent of bodies 
the duct of Wirsung is absent or very small. The 
duct of Santorini opens into the duodenum without 
any protective mechanism against the duodenal 
contents. Opie reported one case of acute pancreati- 
tis with gland necrosis limited to the area about the 
duct of Santorini. Brocq produced acute inflamma- 
tion with hemorrhage by injecting duodenal con- 
tents, and caused gland necrosis by injecting normal 
bile during digestion. 

_ Recovery from acute pancreatitis without opera- 
tion is so rare that no case should be left untreated. 
Moynihan advises: (1) a paramedian incision in the 
upper part of the abdomen; (2) approach to the 
pancreas through the gastrohepatic omentum, the 
gastrocolic omentum, or rarely the transverse meso- 
colon after the omentum has been reflected; (3) 
isolation of the pancreas by rubber-covered gauze 
packs (pancreatic fluid is extremely toxic and dan- 
gerous to the general peritoneal cavity); (4) the 
evacuation of pancreatic fluid by aspiration if a large 
quantity is found; (5) incision of the pancreatic 
capsule to release blood, fluid, or sloughs of pancreas 
or fat; (6) the establishment of adequate free drain- 
age (fatal if inadequate) through the anterior ab- 
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dominal wall by a gauze-surrounded tube to produce 
a walling-off reaction as soon as possible (mistake 
not to let out the fiuid); (7) posterior drainage when 
necessary; and (8) cholecystotomy (rarely chole- 
cystectomy) for stones or gall-bladder disease (at a 
primary or secondary operation, depending upon 
the patient’s condition). 

In addition, Archibald advises transduodenal in- 
cision of the papilla of Vater and sphincter of Oddi 
to prevent retention of bile. Moynihan believes that 
the patient’s condition may sometimes prevent the 
latter. 

The diagnosis is almost invariably made before 
operation, but the discovery of fat necrosis and san- 
guineous fluid at operation removes any doubt. In 
many cases the transverse colon is found dilated 
and markedly congested. In severe cases the pan- 
creas is a deep purple phlegmon distended with blood. 
In less severe cases operation reveals only patchy 
hemorrhages into the gland with a little turbid 
sanguineous fluid in the lesser sac or behind its pos- 
terior layer. Incision of the pancreas is unnecessary. 
An oedematous, soggy gland may be opened by in- 
sinuating the finger. In a week or ten days after 
the operation a copious discharge of bloody fluid 
with sloughs may take place. 

Watter C. Burkert, M.D. 


MISCELLANEOUS 


Brickner, W. M.: Pelvic Actinomycosis. 
Surg., 1925, |xxxi, 343. 


Ann, 


In a detailed report of five consecutive cases of 
pelvic actinomycosis in which the duration of the 
disease was three, eleven, four, two, and twenty 
years, respectively, Brickner describes his treat- 
ment with all of the known agencies recommended 
for the cure of this condition. In all of the cases 
reported the disease apparently originated in the 
intestines. The intestinal actinomycosis may under- 
go healing while the condition is spreading in nearby 
tissues. 

Actinomycosis usually progresses by direct involve- 
ment of adjacent tissues, but may be conveyed also 
through the blood stream. It does not travel through 
the lymph vessels but occasionally the lymph nodes 
are involved. No tissue of the body is immune to 
the infection. 

Brickner believes that there is general confusion in 
the nomenclature of the actinomycetacee and that 
bacteriological distinctions have not afforded a basis 
for clinical differentiation. 

The yellow sulphur granules of actinomycosis 
may appear in the pus for only a short time or not 
at all, but in most instances may be found in 
the tissues. The disease should be diagnosed from 
the history and the appearance and behavior of the 
lesions, even though the organisms may not be 
found. 

With regard to the treatment, Brickner advocates 
bold and persistent surgical attack with free drain- 
age and irrigation of the abscesses, wide excision of 
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the diseased tissue, and potassium iodide in large 

doses. X-ray, radium, and vaccines often yield good 

results in actinomycosis of the skin, face, and neck. 
Joun W. Nuzum, M.D. 


Crile, G. W.: Postoperative Complications of Ab- 
dominal Operations. Aun. Surg., 1925, |xxxi, 326. 


The incidence of postoperative complications 
following laparotomies decreases in direct relation 
to the degree to which the principle of anociation 
is applied. In certain conditions, however, special 
precautions are necessary in order to prevent danger- 
ous sequela, but occasionally some catastrophe will 
occur in spite of every precaution and effort to pre- 
vent it. 

In postoperative hemorrhage from the surgical 
field, the immediate procedure indicated is prompt 
opening of the wound and seizure of the bleeding 
vessel. If necessary, a blood transfusion should be 
given. If the hemorrhage is from a non-operative 
source, the blood should be secnestrated in the 
extremities by blocking of the venous but not the 
arterial flow, and the patient placed in an upright 
position. These two procedures will reduce the blood 
pressure and rapidly increase the clotting time of the 
blood so that the internal bleeding point will be 
closed by a clot. 

Mechanical obstruction of the bowel is always a 
serious complication, its mortality being nearly 50 
per cent. Drainage should be established through a 
high enterostomy by means of a catheter and nothing 
further done until the patient recovers sufficiently 
to endure whatever operative procedures may be re- 
quired to remove the cause of the obstruction. 

In postoperative ileus due to peritonitis, drainage 
should be established as indicated and the patient 
then given plenty of fluids, gastric lavage if necessary, 
a blood transfusion, and sufficient morphine to in- 
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sure rest and decrease peristalsis. In cases of vom. 
iting after a gastric operation, jejunostomy by the 
simplest technique is the correct procedure. 

In critical cases it is of prime importance to em- 
ploy only the procedure urgently demanded imme- 
diately and no more. In every type of abdominal 
emergency a decompressing operation should be 
done and other procedures indicated should be de- 
layed until restoration has been established. Mul- 
tiple stage operations will solve the problem pre- 
sented by postoperative complications and may be 
employed with equal efficiency in advance of the 
emergency. 

Circulatory and respiratory conditions should be 
carefully checked up before operation. An optimum 
myocardial condition should be obtained by the 
administration of digitalis. The respiratory tract 
should be completely examined and operation should 
be delayed if the slightest signs of early or latent in- 
fection are present. Fat and aged patients should be 
propped up in bed early and turned from side to side 
as soon as possible. As a transverse incision in the 
upper abdomen causes a less painful wound and con- 
sequently less respiratory restraint than other types, 
the patient can sit up almost immediately after the 
operation. 

A warm water mattress on the operating table, a 
pneumonia jacket, care against exposure to drafts, 
the avoidance of deep general anesthesia, and the 
proper care of the nose, mouth, and throat are ad- 
ditional precautions. 

In conclusion the author states that preventive 
general treatment and the restriction of operative 
procedures to the minimum in the presence of con- 
ditions indicating danger, should reduce the incidence 
of postoperative complications in abdominal surgery 
to the lowest possible level. 

Cyrit J. GLasPeL, M.D. 




















UTERUS 


Polak, J. O.: Uterine Hemorrhage. Allantic M.J., 
1925, XXVIll, 274. 

Bleeding from the uterus may occur in the human 
female at almost any age. The hemorrhages may 
be grouped as follows: 

1. Those of endocrinous origin, such as puberty 
haemorrhages. 

2. Those due to changes in the uterine tissues 
enlarging the area in the uterus which responds to 
the ovarian impulse, such as the bleeding of descen- 
sus, retroversion, etc. 

3. Those due to the formation of new growths in 
the uterine wall. 

4. Those due to disease in the adjacent organs 
which increases the premenstrual congestion. 

5. Those not preceded by a period of amenorrhoca 
or a condition simulating the pregnant state. 

6. Those that occur in the course of pregnancy. 

Though it is not known definitely just what part the 
endocrine system and the individual sex glands play 
in sexual life and the development of the generative 
organs, it is known that the female is wholly depend- 
ent for her well-being upon their harmonious action, 
and that there is an intimate relation between the 
perfect function of these glands of internal secretion 
and the phenomena of menstruation. 

When the ovaries are removed menstruation ceases 
even if the uterus is retained. In cases of hyper- 
thyroidism, amenorrhoea is the rule because of the 
overactivity of the thyroid, while in cases of de- 
ficient thyroid function there is often an increase in 
the menstrual bleeding. 

Uterine bleeding always occurs in the form of a 
menorrhagia or a metrorrhagia. Menorrhagia is 
excessive menstruation which may take the form of 
an increased flow at the period, prolongation of the 
period, or too-frequent recurrence of the menses. It 
may be due to excessive ovarian impulse, to an en- 
largement of the area in the uterus that responds to 
this impulse, or to local or general conditions that 
produce congestion of the blood vessels of the uterus 
or endometrium. 

Excess of ovarian impulse is most commonly found 
at puberty or near the menopause, in such local con- 
ditions as prolapse of the ovary, the formation of 
retention cysts, or cystic degeneration. An increase 
in the surface area that sheds the menstrual blood 
can be found in such local conditions as hypertrophy 

of the endometrium, chronic metritis, subinvolution, 
flexioversion, and uterine prolapse. In addition to 
these factors, tumor growths in the uterine wall, 
such as myomata, adenomyomata, carcinomata, and 
sarcomata, will cause an excessive menstrual flow. 
The coagulability of the menstrual flow is significant 
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as clots always signify some abnormality, and true 
menorrhagia is always attended by considerable 
clotting. 

As a rule, metrorrhagia is a sign of more advanced 
pathological changes. The haemorrhages can be 
divided into those which are preceded by a period of 
amenorrhcea (suggesting a condition of the pregnant 
state such as threatened abortion, incomplete abor- 
tion, hydatidiform mole, ectopic pregnancy, and the 
bleedings seen in the later months of pregnancy) and 
those not preceded by a period of amenorrhcea or 
following the menopause, which are usually due to 
polypoid or malignant changes. 

In the diagnosis of uterine bleeding a detailed 
history is most important because the menstrual 
habit of every woman is peculiar to herself and varia- 
tions from this habit suggest the possible diagnosis. 

The facts to be determined in every case with a 
history of abnormal bleeding from the uterus are the 
following: (1) the time at which puberty occurred; 
(2) the length of each period; (3) the regularity and 
average duration of the interval; (4) the amount of 
blood lost; (5) the date of the last menstruation; (6) 
whether menstruation has always been profuse since 
it began; (7) whether menstruation was increased 
by marriage or childbirth; (8) whether the increased 
flow dated from a miscarriage; (9) whether the in- 
crease in blood loss was gradual or sudden; (10) 
whether there has been an attack of pelvic inflam- 
mation, and what its relation was to the change of 
menstrual habit; and (11) whether there has been 
a noticeable increase in the size of the abdomen. 

Car H. Davis, M.D. 


Heyman, J.: Final Results in Radium Treatment 
of Carcinoma of the Cervix Uteri at the Radium 
Home, Stockholm, Sweden. Surg., Gynec. & 
Obst., 1925, xl, 161. 


This report deals only with the final results ob- 
tained in 505 cases of carcinoma of the uterine cervix 
at the Radium Home, Stockholm, Sweden. The 
review is limited to cases treated in the period from 
1914 to 1921 inclusive. All of these cases were treated 
by the method which is employed today. The same 
amount of radium salt is used for the same length of 
time at each treatment. In all, three treatments are 
given, the second treatment one week after the first, 
and the third three weeks after the second. The 
three treatments amount to 2,400 mgm.-hrs. in the 
uterus and 4,500 mgm.-hrs. in the vagina. A screen 
of 2 mm. of lead is used in the uterus and a screen of 
from 3 to 4mm. oflead or its equivalent in the vagina. 
Further radium treatment is useless and dangerous. 

The combined use of radium and the X-ray has 
been abandoned as its results are not as good as those 
of radium alone. 
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The cases reviewed were treated with radium 
primarily. Of sixty-six reported in 1920, 33.3 per 
cent were reported as clinically cured from four to 
five years after treatment. These results were so 
strongly in favor of radium treatment that after their 
publication the surgeons and gynecologists of Sweden 
began to restrict operative treatment in carcinoma 
of the cervix. 

The operable cases at the Radium Home corre- 
spond to Groups 1 and 2 of Greenough’s classifica- 
tion, the borderline cases to Group 3, and the in- 
operable cases to Group 4. Six tables are given and 
discussed briefly. 

In summarizing, the author states that in com- 
paring operable cases treated surgically with those 
treated by irradiation the following facts should be 
borne in mind: 

1. The primary mortality is low (1.2 per cent in 
505 cases). 

2. Clinical healing persisted for five years in 16.5 
per cent of the inoperable cases. 

3. Of the remaining inoperable cases, 25 per cent 
remained symptom-free for three years. 

4. In the majority of cases treated, even those 
not free from symptoms, there was a more or less 
lasting improvement. 

5. Radiological treatment has probably great 
possibilities for further development. 

6. Of 217 patients with carcinoma of the cervix, 
20.29 per cent were free from symptoms five years 
after the beginning of treatment. 

The author believes that, on an average, the treat- 
ment described will give a five-year clinical cure in 
between 26 and 30 per cent of cases. 

A. James Larkin, M.D. 


Seeligmann, G.: Two Years’ Experience with the 
Combination Treatment of Surgery and Ra- 
dium Rays in Cases of Carcinoma Uteri. Am. J. 
Obst. & Gynec., 1925, ix, 66. 

As a matter of principle, the author ruled in the 
past two years that cases of carcinoma of the utcrus 
which seemed to present a fair chance for the re- 
moval of all of the diseased tissue should be con- 
sidered operable and that operation should be the 
primary procedure. For such cases he has abandoned 
the radical Freund-Wertheim operation and has 
chosen the typical panhysterectomy. 

After the uterus, adnexa, and upper vagina have 
been removed, the broad ligaments and the vagina 
are open. The radium therapeutist in a sterile gown 
and with sterile gloves stands next to the operator 
holding a metal container which encloses the radium 
substance or emanation and to which is soldered a 
thick copper wire. The container is covered with a 
sterilized plastic material. This is inserted into the 
area formerly occupied by the cervix and the intes- 
tines. 

The bladder and other organs are protected from 
the action of the rays by the insertion around 
the container of a specially prepared eight-layered 
gauze tampon ro yds. long and 6 in. wide. 





When the incision is closed an opening is left 
through which the copper wire and the end of the 
tampon protrude and through which they are ulti- 
mately removed. The patient is then returned to 
bed and the container left in position for the time 
necessary to give the proper radium-hour dosage. 

The container is removed by traction on the wire, 
The gauze is also removed, and the opening in the 
abdominal wall is closed by tying the silkworm gut 
sutures which were placed loosely in the wound dur- 
ing the operation. 

The wound heals by primary intention. If con 
ditions are such that they do not permit this opera- 
tive procedure, operation is performed with the view 
of applying radium emanation in the form of needles. 

The author has always maintained the principle 
of concentric attack. In the cases in which laparot- 
omy was performed, a median longitudinal in- 
cision was made, the intestines and bladder were 
protected, and the uterus, adnexa, and ligaments 
freely exposed for examination. The patient was 
in an exaggerated Trendelenburg position. The plan 
of treatment adopted depended upon the topography, 
the extent of the involved area, and the location of 
involved lymphatic nodes and metastases, etc. The 
entire involved area was treated by the insertion of 
radium emanation needles in the form of minute 
capillary glass tubes. The dosage varied with the 
extent of the lesion from 4 to 9 mc. in from eight to 
twelve needles. The abdominal cavity was then closed 
by the insertion of layer sutures without drainage. 
The needles were left permanently in the tissues. 
They caused no sequele and in cases subsequently 
operated upon were found encapsulated in the tis- 
sues. 

After closure of the abdomen, vaginal needling was 
done. The needles were inserted into the cervix from 
the vaginal surface and by way of the cervical canal, 
into the parametrial tissues, and, when necessary, 
into the vaginal wall. When the patient’s condition 
was poor because of the effects of the laparotomy or 
cachexia, the vaginal needling was postponed for a 
few days. The vaginal dosage was about the same as 
the abdominal. In other cases needling was done 
first from the vagina, and after six weeks or longer, 
panhysterectomy was done. 

This article was written to present the author's 
method of using the gamma rays of radium and ask 
that it be tried by others. 

Epwarb L. CorneELt, M.?). 


MISCELLANEOUS 


Boerma, N. J. A. F.: The Occurrence of Cancer of 
the Genital Organs of Women in Batavia 
(Einiges ueber das Vorkommen von Krebs an en 
Geschlechtsorganen der Frauen in_ Batavia) 
Nederl. Tijdschr. v. Geneesk., 1924, \xviii, 2373. 

The author, who was previously at the clinic ot 
the University of Holland, has discovered that not 
only the pathology, but also the physiology of 
obstetrics and gynecology are different in Java from 
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that of Holland. Moreover, the patients often react 
entirely differently to a therapeutic agent or method 
of treatment. 

He states that we are just at the beginning of 
knowledge of the pathology of the female sexual 
organs in Java; basic teachings and literature are 
still entirely lacking. Though his material was small, 
in two and three-quarters years he saw forty cases of 
malignant disease of the female genitalia, this con- 
dition being much more frequent than myoma and 
prolapse. ‘The women affected are usually younger 
than those in Holland. The suggestion is made that 
this fact may be due to the much more frequent oc- 
curence of inflammatory processes of the genitalia 
in Java. Lamers (G). 


Luermann, O.: The Deep Effects of Heat Applied 
in Various Ways in Gynecological Conditions 
(Die Tiefenwirkung der verschiedenen Waermeap- 
plikationen in der Gynaekologie). Dissertation: 
Frankfort, 1924. 


In thirty-eight thermo-electric measurements of 
the deep effects of various methods used in the 
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application of heat in gynecological conditions it was 
found that the most regular and intense heating of 
the pelvis was obtained by diathermy. The temper- 
ature of the bladder was raised on the average 0.53 
degrees; that of the vagina, 0.36 degrees; and that of 
the rectum, 0.52 degrees. Approximately the same 
were the results obtained with the rays of the freely 
suspended spectrosol lamp. On the other hand, the 
thermophore, electric heating pad, and hot air box 
yielded temperatures considerably below these. 

The deep effect is greater the less heated the skin 
becomes; that is, the less the skin is made to react 
to the heat stimulation. Even when the thermal 
effect is obtained by way of the vaginal mucosa, the 
body maintains its usual reaction which, governed 
by the vascular nerves, does not require the participa- 
tion of the central nervous system. The degree of the 
deep effect is dependent upon the duration, strength, 
and kind of heat energy employed, the thickness of 
the skin and adipose tissue, and the width and depth 
of the pelvis. Differences were noted also in the 
different persons on whom the experiments were 
made. LUERMANN (G). 








OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Tuttle, H. K.: The Treatment of Abortion. Surg., 
Gynec. & Obst., 1925, xl, 87. 

The author’s final results in the treatment of abor- 
tion show that 1,121 patients were discharged well, 
fourteen discharged against advice as improved, and 
three discharged against advice as not improved. 
There were twenty-six deaths, a total mortality of 
2.23 per cent. 

Tuttle draws the following conclusions: 

1. Abortion of any type is a serious condition. 
Operative treatment should never be considered 
lightly. Unless proper hospital facilities are avail- 
able and a correct operative technique can be used, 
the condition should be treated expectantly. 

2. Hemorrhage sufficiently severe to call for 
immediate active treatment occurs in approximately 
5 per cent of all cases. Attention is called to those 
with little or no external bleeding in which large 
clots are passed at intervals. If the passage of large 
clots is unobserved it will soon bring the patient toa 
dangerous condition from hemorrhage or lowered 
resistance to infection. 

3. Cases of febrile abortion operated upon prompt- 
ly have a slightly higher average number of postoper- 
ative febrile days, a lower morbidity percentage, and 
shorter hospitalization than those operated upon a 
number of days after the temperature has remained 
normal. In the ordinary incomplete abortion the 
sooner the uterus is emptied the shorter will be the 
convalescence. Many cases will be discharged from 
the hospital at the end of five days. 

4. The treatment of septic abortion requires 
mature judgment. Cases in which infection has 
extended beyond the uterus and there is no evidence 
of retained necrotic placenta or membranes should 
be treated expectantly. However, when necrotic 
tissue remains in the uterus it is just as essential to 
remove it as it is to remove a sloughing appendix in 
the abdomen, provided the removal can be accom- 
plished without spreading the infection. 

5. Surgical treatment is difficult to standardize. 
No one method will apply equally well to all cases. 

Rotanp S. Cron, M.D. 


LABOR AND ITS COMPLICATIONS 


Breckenridge, S. D.: The Abuse of Forceps and 
Other Methods of Hastening Delivery. Ken- 
tucky M. J., 1925, xxiii, 123. 

The author draws the following conclusions re- 
garding the use of forceps and other methods of 
hastening delivery: 

1. The routine employment of pituitrin prior to 
the third stage of labor carries with it a definite 
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danger of rupture of the uterus and of fatal intra- 
cranial hemorrhage in the child. 

2. The general adoption of forceps extraction 
upon other than sound obstetrical indications is sure 
to lead to an increase in fetal morbidity and mortal- 
ity and will probably have a similar, though less 
marked, effect on the mother. 

3. Routine version and extraction as practiced by 
Potter himself carries with it a fetal mortality more 
than twice that of competent expectant supervision. 
In the hands of some of Potter’s followers, the pro- 
cedure has a mortality more than twice as great as 
that in Potter’s cases. 

4. Cesarean section, while safe for the child and 
simple for the surgeon, carries with it for the mother 
a very grave immediate risk and the possibility of 
later unfavorable effects. 

5. In general, each of the recognized methods of 
hastening the termination of labor entails a definite 
added danger to the mother or the child or both. The 
obstetrician, being responsible equally for the life 
and health of the mother and the child is bound 
morally and professionally to employ those methods 
which are indicated by sound judgment and good 
usage as best to conserve the welfare of both. 

RoLanp S. Cron, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Salwén, G.: On the Treatment of Puerperal Fever 
and Septic Abortions with Dakin’s Solution. 
Acta gynec. Scand., 1924, iii, 55. 

The author states that in four cases of puerperal 
fever, irrigations of the uterine cavity with Dakin’s 
solution were followed by a rapid fall in the tempera- 
ture, disappearance of the tenderness over the uterus, 
and improvement in the general condition. All of the 
patients recovered. 

In three of nine cases of septic abortion in which 
such irrigations were given, a slight chill occurred an 
hour or so after the treatment, but a rapid recovery 
resulted in all. In no case was there any irritation of 
the skin. Rotanp S. Cron, M.D. 


NEWBORN 


Forschner-Boeke, H.: A Catamnesis of the Pre- 
mature Births in the Children’s Clinic of 
Freiburg (Eine Katamnese der Fruehgeburten 
aus der Freiburger Kinderklinik). Arch. f. Kinder- 
heilk., 1924, xxv, 20. 

This article reports statistical studies on the 
viability of prematurely born infants. Re-examina- 
tions were made in fourteen cases. It was found 
that the underweight persisted even as late as the 
seventh year. The children were slow in learning to 
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walk, and the eruption of their teeth was retarded. 
Idiocy, epilepsy, and Little’s disease were not found, 
but a tendency to neuropathy and spasmophilia was 
noted. In the first years of life children born pre- 
maturely show increased susceptibility to disease. 
ScuirF (G). 


MISCELLANEOUS 


Watson, B. P.: An Address on the Teaching of Ob- 
stetrics. Brit. M.J., 1924, ii, 1185. 


In this address on the teaching of obstetrics which 
was delivered before the Edinburgh Obstetrical So- 
ciety, Watson emphasizes the importance of syste- 
matic lectures to form the foundation upon which the 
student can build his clinical experience. Instruc- 
tion in antenatal and postpartum care should be 
given in the clinics. Before graduation the stu- 
dent should conduct a certain number of deliveries 
himself. 

The same principles should apply to the training 
of midwives. Many hospitals graduate too many 
midwives and thereby hamper their obstetrical 
teaching through a lack of material for clinical in- 
struction. Watson suggests that when this is the case 
the hospital should attempt to ‘“‘stand in” with the 
midwife and get her to act as nurse for the medical 
student. Nurses should be required to take certain 
instruction in obstetrical nursing before graduation. 

In conclusion Watson states that the importance 
of linking up the maternity hospital with the general 
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hospital is being recognized throughout the entire 
world. Harvey B. Matruews, M.D. 


Greenwood, W. O.: Molding of the Fetal Head and 
Its Consequences. J. Obst. & Gynec. Brit. Emp., 
1924, Xxxi, 611. 


The author points out that lacerations of the dural 
septa of the fetal brain are much more common than 
is generally believed. Fully 50 per cent of still- 
births may be attributed to tears of the tentorium 
cerebelli and the falx cerebri with consequent hemor- 
rhage. 

To determine the mechanism of these tears Green- 
wood made a plaster-cast mold of the head im- 
mediately after delivery in various obstetrical 
positions and again one week later. From these 
plaster casts tracings upon paper were made and the 
change in the configuration was noted. 

It was found that the head in each one of the ob- 
stetrical positions had a rather constant and charac- 
teristic configuration and that in the return of the 
molded head to normal some of its diameters 
changed more than others. This fact was noted 
particularly in cases of occiput-posterior positions in 
which the return to normal was much less apt to be 
complete. In fact, in cases of occiput-posterior and 
brow presentation ‘“‘demolding” often never takes 
place completely. Theoretically, ‘‘demolding” ought 
to continue throughout life, but because of con- 
solidation from ossification it is soon arrested. 

Harvey B. Matruews, M.D. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Milliken, L. F., and Karr, W. G.: The Influence of 
the Nerves on Kidney Function in Relation to 
the Problem of Renal Sympathectomy. J. 
Urol., 1925, xiii, 1. 

The study reported in this article was undertaken 
to determine the possibilities of relieving nephralgia 
due to small non-mechanical hydronephrosis. 

The literature and the findings of many investi- 
gators who have studied the physiology of the 
urinary secretion are reviewed. Though a few 
physiologists maintain that nerve control is essential 
for continuous function of the kidney, most of those 
who have studied the subject report that animals 
are able to live when all nerve supply to one or both 
kidneys has been severed. 

The only difference discoverable in the urine of the 
kidney from which the nerve connections have been 
removed is an increase in the volume and a decrease 
in the solids. A physiological hypertrophy of the 
kidney is produced. 

During the past year several cases have been re- 
ported in which renal sympathectomy was done for 
the relief of nephralgia and small painful hydro- 
nephroses. Papin and Ambard have reported six 
cases, and Legueu and Flandin have reported eight. 
In most cases, the relief from pain was complete 
a few days after the operation. 

The transperitoneal route gives the best access 
and causes the least trauma. 

Harry W. PLAGGEMEYER, M.D. 


Janssen, P.: Bleeding from the Kidney Without 
Demonstrable Cause: Essential Hamaturia 
(Zur Frage der Nierenblutungen aus nicht erkeun- 
barer Ursache: essentialle Haematurie). Ztschr. f. 
urol. Chir., 1924, xvi, 87. 


The progress of modern diagnosis has continually 
restricted the diagnosis of essential hematuria. Tu- 
berculosis, calculus formation, and large tumors as 
causes Of unilateral hematuria are determined today 
without difficulty. This is not the case, however, 
with a renal tumor at the beginning of its develop- 
ment or a growth, such as a papilloma, in the renal 
pelvis. Moreover, a diagnosis of essential hematuria 
is still being made in a large number of cases in 
which there is no other finding than blood in the 
urine. In the majority of these the bleeding is 
proved later to be due to nephritis which often oc- 
curs as a localized focus following injuries such as 
those which may be caused by changes in the posi- 
tion of a floating kidney and its resultant circulatory 
changes, paranephritic inflammatory processes, etc. 
Even in cases of bilateral nephritis, only one kidney 
may bleed. 


Among the forty-three recently reported cases 
which were diagnosed as essential hematuria and 
came to operation, the cause of the condition was 
determined in thirty-four. The causes included vari- 
ous types of inflammatory conditions, congestive 
conditions, varices of the papilla, aneurisms of the 
cortical arteries, angioma of the medullary substance, 
tuberculous pyelitis, and papilloma of the renal 
pelvis. In the nine other cases no changes could be 
determined in pieces of tissue excised for examina- 
tion. It is interesting, however, that in the latter 
cases, in which nephrotomy or decapsulation was 
done, no further hemorrhages occurred. The author 
believes that a thorough study of the entire organ 
would have explained a greater number of the cases. 

Janssen discusses the theories of Israel and Klemp- 
erer regarding the nature of essential hematuria. 

A diagnosis of essential hematuria is tenable only 
when a careful histological examination of the entire 
kidney has given a negative result. Especial atten- 
tion should be paid to the sensory system of the kid- 
ney as the assumption of angioneurotic hemorrhage 
will be explained fairly often on an organic basis. 

The author operated on a student 19 years of age 
for a severe hematuria from the left side and a bal- 
lotable tumor the size of a child’s head in the region 
of the kidney. As the tumor was believed to be ma- 
lignant, a nephrectomy was done. Examination 
showed that the renal capsule was raised by a sub- 
capsular hematoma. The kidney, which was en- 
larged to half again its normal size, lay within the 
hematoma. The greatly dilated renal pelvis was 
filled with blood. As the result of the pressure ex- 
erted by the hematonephrosis, the renal substance 
had disappeared. Macroscopic injuries of the vessels 
were not found, but the microscope revealed in many 
of the smaller arteries small defects of the inner and 
outer elastica without evidence of inflammation. At 
these points the muscularis was atrophied and there 
was extravasation of blood by diapedesis through the 
arterial walls. The condition was apparently a con- 
genital anomaly of the arteries. There were no simi- 
lar changes in other parts of the body and there had 
been no previous hemorrhages. 

In conclusion the author emphasizes the impor- 
tance of careful study of the organ extirpated. He isoi 
the opinion that, in time, diagnosis of essential hema- 
turia will be even further restricted. JANssEN (Z). 


Bugbee, H. G.: Two Cases Representing Unusual 
Types of Renal Tuberculosis. J. Urol., 1925, 
xili, 61. 


Bugbee illustrates his report of two unusual cases 
of renal tuberculosis with roentgenograms, photo- 
graphs of gross sections, and photomicrographs of 
sections of the kidneys. 
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He finds no other type of kidney pathology in 
which the results are so varied and the symptoms 
so often misleading as those of renal tuberculosis. 
It is sometimes impossible to carry out the. usual 
diagnostic procedures, and at other times impossible 
to make an accurate diagnosis even when all of the 
methods of investigation are employed. 

Bugbee was able to examine his first case thor- 
oughly, but in spite of this, a correct diagnosis was 
not made until the specimen was examined. 

The outstanding features in the two cases were 
chronic tuberculous inflammation of the kidneys 
with absence of necrosis, cavity formation, and in- 
volvement of the lower urinary tract. No tubercle 
bacilli were isolated in smears or demonstrated by 
guinea-pig inoculation. In one case the symptoms 
were characteristic of tumor of the renal pelvis, and 
in the other the kidney had been entirely replaced by 
fat. 

Bugbee concludes that tuberculosis of the kidney 
is more frequent than is generally believed and that 
in some cases a low-grade tuberculous infection of 
the kidney may be self-limited. 

GILBERT J. THomas, M.D. 


Ockerblad, N. F.: Perinephritic Abscess as a Uro- 
logical Problem. J. Am. M. Ass., 1924, 1xxxiii, 
2074. 

Perinephritic abscess is a urological lesion and 
should be thoroughly investigated before operation. 
Hippocrates in 460 B. C. recognized its serious nature 
and advised drainage. Rayer, Guiteras, Doberauer, 
Goddy, Riverdin, Gibney, and others have added to 
our knowledge of the condition. The author reports 
ten cases. 

The etiological factors were an unknown condition 
in one case, a stone in two cases, tuberculous pyone- 
phrosis in two cases, and carbuncle, bronchopneu- 
monia with retention of urine, influenza, tonsillitis, 
and prostatic abscess in one case each. 

The diagnosis followed a complete urological ex- 
amination which included urinalysis, cystoscopy, 
ureteral catheterization, kidney function tests, and 
X-ray examinations. Pain, tenderness or tumor in 
the loin, a septic temperature, and a high leucocyte 
count are very significant. 

Five of the reported cases were treated by drain- 
age and five by nephrectomy and drainage. The 
earlier operation is performed the better the prog- 
nosis. Four of the cases reported were chronic. 

CLAUDE D. Pickre.t, M.D. 


McKim, G. F., and Smith, P. G.: Solitary Serous 
Cysts of the Kidney. J. Urol., 1924, xii, 635. 


This article is based on 120 cases of solitary serous 
cysts of the kidney, 117 of which have been reported 
in the literature and three of which occurred in the 
authors’ practice. The average age of the patients 
was 42.7 years. The great majority were women. 

The condition is attributed by the authors to a 
congenital defect of development in the extreme 
outer portion of the renal cortex. 
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The symptoms are very vague and inconstant, 
there being no pathognomonic signs or clinical 
syndrome. The manifestations of the condition are 
the mechanical effects due to the pressure of a 
benign tumor mass and vary according to the size 
and position of the mass. 

With the assistance of modern urological and 
roentgenological methods, pre-operative diagnoses 
should become more frequent. 

Resection may be the most conservative treat- 
ment, but may also be the most hazardous. 

Tuomas F. Frnecan, M.D. 


Patch, F. S., and Rhea, L. J.: Papillary Cystade- 
noma of the Kidney Associated with Papillo- 
matous Growths in the Pelvis, Ureter, and 
Bladder. J. Urol., 1924, xii, 671. 


The authors report two cases of papillary cyst- 
adenoma of the kidney and discuss the relationship 
between the tumor in the renal cortex and the 
papillomata in the pelvis and ureter. The following 
four possibilities are considered: 

1. That there are two distinct types of primary 
tumors, a papillary cystadenoma in the renal cortex 
and papillomata in the pelvis. 

2. That the renal tumors are metastases from 
tumors elsewhere in the body. 

3. That the cortical tumor is a metastasis from 
papillomata primary in the renal pelvis. 

4. That the papillomata are metastases from the 
cortical tumor. 

The theory of the existence of two primary tumors 
has much in its favor. The assumption that the 
renal tumors may be metastases from tumors else- 
where in the body has no proof. A solitary metas- 
tasis of a primary pelvic tumor in the renal cortex 
appears most improbable, whereas the tendency of 
papillomata to transplant themselves down the 
urinary current is well known. Because of the 
possibility that the vesical papillomata may be 
transplants from tumors higher up in the urinary 
tract, a complete urological examination, including 
bilateral pyelography, should be made a routine 
practice. Even when complete resection of the 
ureter is done in addition to nephrectomy, recur- 
rence in the bladder is to be expected. 

Tuomas F. FInecAn, M.D. 


Belt, A. E., and Joelson, J. J.: The Effect of Ligation 
of Branches of the Renal Artery. Arch. Surg., 
1925, X, I17. 

In the work reported in this article the authors 
made an attempt to determine, by arterial injections, 
whether or not there is a sufficient anastomosis be- 
tween the branches of the renal artery to allow pro- 
miscuous ligation of its larger branches. Three 
types of kidneys were studied: (1) normal kidneys of 
man and the dog; (2) human kidneys removed at 
autopsy which were partly supplied by a polar artery; 
and (3) dog kidneys in which an experimental in- 
farct had been produced by ligating the anterior 
division of the renal artery. 





Marion in 1922 suggested for cases of renal stone 
an extended radial incision into the parenchyma of 
the kidney in the direction of the axis of the stone in 
the kidney pelvis. Marion and Eisendrath tie and 
cut the retropelvic branch of the renal artery. Eisen- 
drath states that the loss of arterial supply will be 
made good by branches of the prepelvic vessels. 
Kelly advocates a somewhat similar incision but 
avoids the large arterial renal branches by confining 
his incision to the lower pole of the kidney. In sup- 
port of Kelly’s theory, MacCallum found extensive 
infarction in the area supplied by an injured renal 
vessel in a case in which nephrectomy was done two 
or three days after the injury. 

The corrosion specimens prepared by the authors 
show that Brodel’s conception is in the main correct: 
“‘The renal arteries are end-arteries in the strictest 
sense; and an artery that runs anterior to the pelvis 
stays anterior until the capsule is reached.”” In the 
arterial corrosion specimens the two trees of arteries 
can be separated and bent away from each other 
without injury to the finer branches of the cortex. 
The anterior and posterior arterial trees are also end- 
arterial in arrangement. If these anatomical con- 
siderations are correct, a ligated renal vessel cannot 
be expected to re-establish its circulation through 
anastomotic branches from adjacent vessels. 

In the authors’ experiments the anterior division 
of the renal artery in dogs was ligated on each side. 
The animals were anesthetized and operated upon 
aseptically. After intervals of forty-eight hours, 
seventy-two hours, one week, two weeks, three weeks, 
five weeks, and seven weeks, the dogs were killed 
with ether and the kidneys carefully removed. Hu- 
ber’s collodion method was used in studying these 
kidneys. 

Normally, on reaching the kidney hilum, the renal 
artery divides into two main branches, an anterior 
and a posterior. The anterior division usually sup- 
plies approximately the anterior three-fourths of the 
renal parenchyma, while the posterior or retro- 
pelvic division supplies the remaining one quarter. 
While a great deal of variation is found in all of the 
other larger renal arteries, the retropelvic branch is 
remarkably constant in its distribution. In the kid- 
ney parenchyma there is a demonstrable absence of 
any vessels of capillary size which could connect the 
anterior with the posterior renal artery or connect 
one intralobular artery with another. The only 
anatomical possibility for such a communication is 
found in small branches from the large renal arteries 
nutrient to the pelvic and ureteral] wall and those inter- 
lobular vessels perforating the kidney capsule which 
lie in the perirenal fat. 

In human kidneys removed at autopsy and in- 
jected with a collodion mass, the corrosion specimen 
showed complete absence of any injection mass in 
the region supplied by the ligated vessel if previous 
to the injection one of the branches of the renal 
artery was ligated. This region appeared as a 


punched-out hole surrounded by the characteristic 
dense network of renal vessels and capillaries. Evi- 
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dently no anastomotic channels were present 
through which the injection mass could flow into the 
blocked region. Similarly, when a polar artery was 
found and the main arterial tree was injected, the 
portion of the renal parenchyma supplied by the 
polar artery was absent in the corrosion specimen, 
When the polar and main renal arteries were jn- 
jected with different colored injection masses the 
distribution of the injection masses was entirely 
separate and distinct and the two groups of vessels 
could be separated from each other without breaking 
any of the connecting branches. 

In dog kidneys in which infarcts had been brought 
about by ligation of the anterior division of the renal 
artery, somewhat different results were obtained. 
When a portion of the renal circulation had been 
tied off for as long as five weeks before necropsy and 
the intact renal branches were injected the greatest 
number of new glomeruli had re-appeared in the in- 
farcted area, but even then their number was ex- 
ceedingly small as compared with the vast number 
to be found in the uninfarcted area or in a normal 
kidney. After five weeks the infarcted region was 
decidedly shrunken; the vessels were of fair size and 
well filled, but there were no glomeruli. 

The presence of an anastomotic accessory circula- 
tion to the kidney was shown in 1880 by Litten. 
That such a collateral circulation is unable to keep 
an infarcted area in a functioning state is beyond 
question. The resulting massive necrosis indicates 
that the tissues are unable to remain alive. 

The authors’ conclusions are as follows: 

The changes produced in the renal circulation 
following ligation of the larger renal arterial branch- 
es are clearly demonstrated by means of the collodion 
injection method. An almost absolute ischemia 
confined to the region supplied by the blocked vessel 
is followed by a late ingrowth of small anastomotic 
vessels into the bloodless area. These anastomotic 
vessels increase in size up to the fifth week, but after 
that time scar-tissue formation again makes the area 
relatively avascular. The end-result is a depressed 
stellate scar equal in area to the region supplied by 
the ligated branch. The clinical significance of this is 
self-evident. Although ligation of one of the larger 
renal branches may sometimes be necessary in renal 
surgery, it must be remembered that the procedure 
causes a necrosis of the renal parenchyma supplied 
by that branch. Restoration of function in such an 
area is impossible. C. D. Hotmes, M.D. 


Joseph, E., and Janke, H.: The Surgery of Deep 
Ureteral Stones (Beitrag zur Chirurgie tiefsitzender 
Uretersteine). Zischr. f. urol. Chir., 1924, xviii, 375. 

The most common site of incarcerated ureteral 
stones is the pelvic portion of the ureter. The pars 

juxta vesicalis, with a diameter of from 1 to 5 mm., 

is the narrowest part of the ureter and at this point 

there is a physiological angulation of from go to 135 

degrees. The intramural portion with a diameter of 

from 3 to 3.5 mm., is considerably wider than the 
narrowest part of the passage. 
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The progress made in cystoscopic and roentgeno- 
graphic technique has been of great aid in the diag- 
nosis of stone. The authors describe the numerous 
endovesical procedures used to facilitate the passage 
of stones. In spite of these procedures, about 1o per 
cent of stones require operation for their removal. 

In discussing how long the endovesical procedures 
can be continued without exposing the patient to 
irreparable injury of the kidney, and how far the in- 
jury already present may become repaired so that 
the removal of the stone may still be regarded as a 
primary indication, the authors report eight cases in 
which operative intervention was necessary in the 
past year. They divide their cases into three groups. 

The first group are those in which the uretero- 
jithotomy heals smoothly without complications and 
there is vet no gross injury of the kidney, but be- 
cause of the long-continued blockage of the kidney 
the patient must be kept under observation. 

The second group of cases are those in which ne- 
phrectomy is necessary. In one case this operation 
became indicated because of a severe suppuration of 
the kidney three weeks after removal of the stone. 
In another case nephrectomy was done after two 
years because of the development of nephrolithiasis. 

The third group of cases are those in which, be- 
cause of the presence of other stones in the renal 
pelvis, there is danger of recurrent blockage of the 
ureter, and those in which there is an inflammatory 
condition of the kidney necessitating primary ne- 
phrectomy. 

If a well-developed pyonephrosis is already pres- 
ent, the decision as to the procedure is not difficult. 
The authors are of the opinion that in the majority 
of cases a secondary operation will not be necessary 
for the removal of a stone left behind in the stump 
of the ureter, but state that the possibility of the 
development of a stump empyema or a periureteral 
phlegmon from such a stone even years later must be 
borne in mind. 

If the corresponding kidney is useless or has be- 
come a source of harm to the body, it should be re- 
moved when a deep ureteral stone is present. It is 
incomplete occlusion of the ureter that favors in- 
fection of the upper passages; complete occlusion 
causes a transient interruption of renal function or, 
when it persists for a long time, results in atrophy. 
If the incarceration has been present for only a short 
while and endovesical procedures have failed, uretero- 
lithotomy should be considered. In the authors’ 
opinion the postoperative course of such cases is 
considerably more favorable when the stone is lo- 
cated high than when it is deep. 

In the authors’ cases treated surgically the pelvis 
is elevated and a cushion is placed under the pelvis 
on the side operated upon. The incision is begun 
above the symphysis, extended for a short distance 
parallel with the inguinal ligament, and then turned 
upward. Asa rule the rectus muscle is cut through. 

The operation is performed throughout extra- 
peritoneally. The ureter is found by palpating it 
Where it crosses the ileoczecal vessels and by placing 
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under tension the peritoneum under which it lies 
buried. A longitudinal incision is then made down 
to the manually fixed stone. A few sutures are 
placed in the ureteral incision with care to avoid 
catching the mucosa widely. However, it is not nec- 
essary to use any sutures at all. Soon the wall 
draws together, the urinary discharge ceases, and 
continuous ureteral catheterization is not required. 
This extraperitoneal procedure is satisfactory also 
for the removal of calculi in the lowest portions of 
the ureter, even in the male. In closing the wound 
the authors introduce a gauze strip down to the point 
of the incision in the ureter. This drain is left in 
place for several days. JANSSEN (Z). 


BLADDER, URETHRA, AND PENIS 


Hammond, T. E.: Trigonitis as a Cause of Irri- 
table Bladder. Lancet, 1924, ccvii, 1334. 

Trigonitis usually occurs between the ages of 40 
and 55 years. It may follow pregnancy, a pelvic 
tumor, or infection. 

The onset is usually insidious with or without 
urinary findings. The symptoms are pain, increased 
frequency of urination, and burning. The general 
health gradually deteriorates. The urine is usually 
clear and sparkling. If pus is present, other lesions 
must be eliminated. The pain at the neck of the 
bladder is intense when the cystoscope is passed. 
The trigone is congested and thickened, but the rest 
of the bladder is normal. C£dematous patches and 
shallow ulcers may be present. The congestion 
extends into the posterior urethra; in the male, it 
involves the verumontanum. 

Garceau found considerable subepithelial in- 
flammation in scrapings from the trigone. 

The treatment of trigonitis has been very dis- 
appointing. The infiltration of the trigone as done 
by Lindemann has given good results, but is very 
difficult. Since 1919 the author has been using 
diathermy with good results. He applies the elec- 
trode directly to the trigone through a cystoscope. 
Four cases are reported as typical of the series. 

In conclusion the following points are emphasized: 

1. Trigonitis is marked by severe bladder symp- 
toms with few changes in the urine. 

2. The inflammation is limited to the trigone. 

3. No pathological changes are detected in the 
pelvic organs. 

4. The usual treatments for chronic cystitis are 
of no avail. . 

5. Diathermy gives immediate relief. 

CLAubDE D. PickreLt, M.D. 


Negro, M., and Blanc, H.: Clinical and Surgical 
Considerations Based on Thirteen Cases of 
Diverticulum of the Bladder (Considérations 
cliniques et opératoires au sujet de treize cas de 
diverticules vésicaux). J. d’urol. méd. et chir., 1924, 
XViii, 217. 

The authors’ thirteen cases of diverticulum of the 
bladder are reported in detail with the roentgenolog- 
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ical findings. In some of them difficulty was experi- 
enced in catheterization, and in those with pyelone- 
phrosis nephrectomy was necessary. 

Most bladder diverticula are silent and are dis- 
covered only at cystoscopy or at operation for a sup- 
posedly different urinary condition. The symptoms 
are rarely noted before the fortieth year of life, but 
three of the authors’ patients were under 40 years 
of age. Only two of their patients were women. 

In seven cases the diverticulum was para-ure- 
thral; in three, it was in the superior lateral wall, in 
two at the base of the bladder, and in one at the top 
of the bladder. Eight diverticula were single. The 
largest was the size of a large orange. Some of them 
communicated with the bladder freely and were 
sessile, while others communicated with it by only a 
narrow channel. The symptoms were mainly those 
of cystitis—dysuria and poiyuria. In one case there 
was hematuria. In another, the condition was asso- 
ciated with pyuria and a subumbilical tumor. In 
two cases a stone was found in the diverticulum. 

The operative treatment indicated, which depends 
on the situation of the diverticulum, is as follows: 

1. Diverticulum at the top of the bladder 
(urachus): resection of the freed diverticulum down 
to the bladder wall and drainage of the bladder. 

2. Diverticulum of the base of the bladder: sec- 
tion through the neck of the diverticulum down to 
the neck of the bladder and the establishment of the 
largest possible opening between the bladder and the 
diverticulum. 

3. Lateral diverticulum: dissection of the lateral 
wall of the bladder up to the edge of the diverticulum, 
resection of the wall at this point, removal of the 
diverticulum, suture of the bladder wall in two 
layers, and partial closure with a tube in the bladder 
and a paravesical drain. KeELLocc SPEED, M.D. 


Dufestel, L. G., and Lazard, P.: The Technique 
and Results of the Application of Ultraviolet 
Rays in Chronic Urethritis (Technique et ré- 
sultats de l’application des rayons ultra-violets dans 
Purétrite chronique). J. d’urol. méd. et chir., 1924, 
XVlll, 303. 

The ultraviolet rays produce: 

1. A bactericidal effect. This is arrested, however, 
by a few millimeters of living tissue so that bacteria 
in the deeper layers, follicles, glands, etc. are not 
killed. 

2. An erythema with a burning sensation of the 
exposed skin or mucous membrane, which appears 
slowly in from six to ten hours, persists for many 
days, and is accompanied by the exudation of lymph 
with white blood cells. This congestion and exuda- 
tion dilute the toxins and favor the resorption or 
evacuation of the pathological products. The in- 
crease in the leucocytes increases phagocytosis. 

3. Acatalytic action which may aid the chemical 
reactions underlying the tissue-defense processes. 

4. A local cell necrosis which excites in the 
neighboring tissues an inflammatory state with an 
eliminative and regenerative tendency. After filtra- 








tion by the superficial cells, the deeper cells receive 
a stimulating dose. 

5. Capillary cell destruction. The vessels are 
obliterated by connective tissue so that the cicatrix 
is very pale and only slightly vascular. 

For want of a satisfactory unit of dosage or method 
of measuring ultraviolet rays it is necessary to state: 
(1) the source employed; (2) the electric constants 
of the generating apparatus; (3) the distance be- 
tween the source and the irradiated area; and (4) 
the duration and number of the exposures. 

The author uses the Kromayer lamp with mercury 
vapor in quartz. The arc measures 11 cm. The 8- 
volt difference of potential may be graduated by a 
rheostat. The rays traverse a quartz window 50 
mm. in diameter and a suitably long quartz rod, 
the end of which is placed in contact with the lesion 
to be treated. During local treatment high tempera- 
ture rays of the arc are prevented by circulating 
water. The therapeutic rays have a wave length of 
from 400 to 240 micra. The forearm placed without 
pressure against the lamp window receives a solar 
erythema with a burning sensation and itching. After 
fifteen days, desquamation occurs, leaving a pig- 
mented surface which persists for many months. 

For urethral treatments, the author introduces a 
Luys urethroscope to the level of the lesion and re- 
places the light with a quartz tube to which is ad- 
justed a Kromayer lamp on a movable support. 
Exact application to the diseased area is difficult. 
The Luy’s tube must be turned successively so that 
the orifice covers each surface of the wall. General 
irradiation of the anterior urethra is effected satis- 
factorily with a tube by withdrawing the lamp 1 cm. 
every two or three minutes. After a small dose of 
from two to five minutes the authors gave doses of 
from twenty to thirty minutes without unfavorable 
effects. It is probable that the active rays were 
absorbed by urethral secretions entering the tube. 

In Germany, Luth has reported three cases of old 
prostatitis with radiating pains and urinary dis- 
turbances which were treated with the Kromayer 
quartz lamp and rod with an olivary tip. Several 
days after the first treatment the urine became and 
remained clear for three months and the pain ceased. 
In another case, that of an old man who had been 
treated unsuccessfully for one year, cystoscopy 
showed a white bladder mucosa and flocculent des- 
quamation. After ultraviolet irradiation the urinary 
disturbances cleared for seven days but then returned. 
A seven-minute exposure aggravated the urinary 
symptoms and bladder pain, but the condition then 
subsided over night, tl iin ceased, and the urine 
remained clear. 

Another patient, after one year’s treatment for 
gonorrhcea which had invaded the bladder and pros- 
tate, still suffered from cystitis and excreted gon- 
ococci in the urethral and prostatic secretions. The 
day after urethral lavage and a seven-minute irradia- 
tion the urine became clear, and after two more 
irradiations the secretions dried up. In gonorrhceal 
urethritis, too short irradiation (two minutes) 
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greatly favors bacterial growth. To kill the bacteria 
an irradiation of at least four minutes is necessary. 
To treat a recurrent chronic gonorrhoea with the 
many foci causing relapses, it is necessary to mark 
the site with the urethroscope, place the tube directly 
upon it, and exercise slight pressure; the ischemia 
produced will permit the rays to penetrate more 
deeply. 

Luth cured by this method a case in which dila- 
tions and instillations failed. In acute gonorrhea, 
Luth does not employ ultraviolet light as long as the 
secretion is purulent and contains gonococci, as he 
fears too strong a reaction. When repeated examina- 
tions show that the gonococci have disappeared, 
Luth dries up the secretions by short exposures to the 
ultraviolet light. If the meatus is narrow, the sur- 
rounding mucous membrane is made ischemic by 
means of the tube which dilates the orifice. In some 
cases a slight circular burn may occur. 

Using a careful technique, Dufestel and Lazard 
obtained results nearly as good as those given by 
medical treatment, the galvanocautery, or fulgura- 
tion. Systematic microscopic examination showed 
that sterilization paralleled the restitution of the 
urethra. In a case with moderate prostatitis and a 
morning drop containing many polynuclears and 
common bacteria without gonococci, the condition 
was made worse by the light. After the fourth appli- 
cation the prostate increased in size and became pain- 
ful, and the drop became a purulent discharge. 

In chronic posterior urethritis with congestive and 
polypoid oedema the results were better. In the pos- 
terior urethra the authors have always experienced 
great difficulty in obtaining the disappearance of the 
cedematous lesions in the lateral furrows bordering 
a wart, probably because constant re-inoculation 
occurred from the septic secretion of the ejaculatory 
ducts. In the anterior urethra the task was easier. 
In the congested gland orifices good effects were 
obtained rapidly. The authors have never attempted 
to sterilize an acute case of gonorrhoea with light. 

Because of the difficulty in the application of the 
ultraviolet ray, the authors believe that ordinarily 
the usual methods of treatment are preferable. 
They conclude, however, that ultraviolet light may 
be tried in exceptional cases, such as those with a 
tenacious morning drop composed of epithelial cells 
without bacteria and without lesions detectable by 
the endoscope. A case is reported in which this 
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treatment caused a temporary recrudescence of the 
oozing and burning, but the drop gradually dried and 
has not recurred for three months. 

In conclusion the authors state that the ultraviolet 
rays are practically without danger, but are difficult 
to apply and that they should be considered a 
therapeutic agent which has some chance of success 
in certain rare and favorable cases. 

Wa ter C. Burket, M.D. 


GENITAL ORGANS 


Franceschi: Injuries of the Testicle (Des traumat- 
ismes testiculaires). A rch. urol. de la Clin. de Necker, 
1924, IV, 253. 

This article deals only with violent traumatic 
shocks of the testicle within its coverings. The au- 
thor discusses atrophy following injury, rupture of the 
tunica albuginea with extravasation of blood, lesions 
of the vas deferens, epididymis, and cord, the forma- 
tion of hematomata, and the occurrence of torsion 
and volvulus. 

The findings of experimental work on dogs with 
regard to hemorrhage after rupture of the tunica 
albuginea are reported. Ketiocec Speep, M.D. 


Retterer, E.: The General Condition and Struc- 
ture of the Testicle Two Years After Resec- 
tion of the Vas Deferens (Etat général et struc- 
ture du testicule deux ans aprés la résection du canal 
déférant). J. d’urol. méd. et chir., 1924, xviii, 201. 

Vasoligation and resection of the vas deferens are 
not followed by hypertrophy of the interseminal con- 
nective tissue. They lower the nutritive exchange in 
the seminal epithelium, and the reduction in vitality 
is expressed by a decrease in sexual desire and power. 
The tubular epithelium persists and may thicken. 
Heads of spermatozoa are found in numerous tu- 
bules, but the development of the spermatozoa stops 
at this point because the cytoplasm containing them 
does not liquefy and permit their liberation. 

The cytoplasm becomes thicker. The interseminif- 
erous connective tissue participates in the slowing 
of the nutritive exchange. The cellular elements are 
reduced to connective tissue which takes on a fibrous 
character and becomes incapable of glandular func- 
tion. The end-results of resection of the vas prove 
the epithelial origin of the products of the endocrine 
secretion of the testicle. KELLOGG SPEED, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


MacGuire, C. J., Jr., and McWhorter, J. E.: Sar- 
coma of Bone: An Analysis of Fifty Cases. 
Arch. Surg., 1924, 1x, 545. 

The cases of sarcoma of bone reported in this 
article were collected from the Presbyterian, New 
York, and Bellevue Hospitals of New York City. 
They are the cases seen since 1909 in which the 
diagnosis of sarcoma could be definitely con- 
firmed. 

Only osteogenic tumors of the malignant type, 
giant-cell tumors, and Ewing tumors are summarized. 
The cases are tabulated according to the type of the 
neoplasm, the symptoms, the treatment, and the 
results. 

The authors believe that with consideration of the 
clinical, roentgen-ray, and pathological findings, a 
correct diagnosis of sarcoma can be made in all cases 
and that the type can be distinguished in about go 
per cent. 

Osteogenic sarcoma of the cellular type is fatal, 
regardless of treatment. The treatment of giant-cell 
sarcoma should be curettage and cauterization. If 
a recurrence develops, resection should be done. 
If the soft parts are involved, amputation is in- 
dicated. 

Ewing’s tumor is not yet established as a clinical 
entity; the authors suggest that it be given a descrip- 
tive name. Rosert B. Funsten, M.D. 


Bloodgood, J. C.: Bone Tumors; Myxoma. Aunv. 
Surg., 1924, 1xxx, 817. 

The author states that all connective tissue 
tumors arising from the soft parts and bone in the 
region of the phalanges of the fingers and toes are 
benign. This is true also of those arising from the 
metatarsal and metacarpal bones. Central tumors 
of the tarsal bones include bone cysts, giant-cell 
tumors, and myomata. The X-ray will not differ- 
entiate them. When a bone cyst or giant-cell tumor 
is found on exploratory operation it should be re- 
moved and the wound curetted and cauterized. For 
cases of myxoma the author advises amputation 
above the ankle to prevent metastasis. 

A myxoma of the long pipe bones, either central 
or periosteal, is practically a sarcoma with a marked 
tendency to recur from wound transplantation and 
causes death after a long interval. 

Under the cighteenth year of age a distinct central 
tumor of the shaft of a long pipe bone is always be- 
nign. The majority are bone cysts and a very few 
are giant-ceil tumors. 

In adults, central tumors involving the epiphyses 
are usually benign giant-cell tumors, but chondroma, 


myxoma, and sarcoma are possibilities. When the 
central tumor involves the shaft of an adult bone. it 
is nearly always possible to exclude a bone cyst or 
giant-cell tumor, but myxoma, chondroma, mycloma, 
metastatic tumor, and the very rare sarcomata must 
be considered. 

The author reports three cases of myxoma. 

Case 1 was that of a man 49 years of age with a 
history of an injury of the upper part of the right 
femur occurring three years previously. Two years 
after this injury there was severe pain in the same 
region for one year. A diagnosis of bone cyst was 
made on the basis of the palpation of a bony tumor 
on the outer side of the great trochanter and the 
roentgenologist’s report of a central lesion occupying 
the great trochanter. At operation the tumor was 
shelled out without cauterization. 

The specimen contained viscid fluid with tapioca- 
like masses. After healing of the wound the symp- 
toms subsided for a few months, but then recurred. 
Thirteen months after the first operation the X-ray 
showed a recurrence of the mass but did not reveal 
the character of the tumor. At a second operation a 
tumor the size of a grapefruit was removed and the 
wound thoroughly cauterized. The neoplasm con- 
tained a viscid, blood-stained fluid and tapioca-like 
masses. The wound healed and the patient returned 
to work. One year later there was no evidence of 
recurrence. 

The second case was that of a 37-year-old woman 
who complained of pain in the lower right leg and 
knee of ten months’ duration. The X-ray showed a 
lesion which was believed to be a healed and ossified 
tuberculous area or an ossified bone cyst. Explora- 
tion of the knee joint revealed a little fluid but no 
abnormality. Later the pain increased, swelling 
occurred at the external condyle, and the X-ray 
showed a central light area involving the shaft and 
epiphysis of the lower end of the femur. The treat- 
ment consisted of absolute rest and intensive X-ray 
therapy. As there was no improvement in the symp- 
toms at the end of six months, amputation was done. 
The specimen showed a typical myxoma in the 
epiphysis and the lower end of the shaft of the femur. 
A cure resulted. 

The third case was that of a man 49 years old who 
complained of pain in the right knee of two years’ 
duration and a recent limp. The X-ray showed a 
rarified area in the lower end of the femur. On ex- 
ploration, the bone over the tumor area was found 
to be very thin. The cavity was curetted and thor- 
oughly cauterized with soldering irons of various 
sizes. Primary healing resulted. Microscopic study 
of sections of the tumor showed it to be a myxoma. 

The author draws the following conclusions with 
regard to myxoma: 
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1. Ihe operation of choice is resection or amputa- 
tion without exploration. 

>, When exploration is necessary, the surgeon 
should be prepared to cauterize and to make frozen 
sections for examination. 

Chondromata usually recur if they are explored or 
removed piecemeal. FRANK G. MurpHy, M.D. 


Noble, T. P.: Myositis Ossificans: a Clinical and 
Radiological Study. Surg., Gynec. & Obst., 1924, 
XXXIX, 795. 

The term ‘‘ myositis ossificans” includes myositis 
ossificans progressive and circumscribed and a third 
form which is localized to one site in the body but is 
the result of a variety of factors. The author deals in 
this article only with the third type. 

Myositis ossificans is a comparatively rare disease. 
In cleven of the eighteen cases seen at the Mayo Clinic 
the condition occurred in the brachialis anticus and 
the quadriceps. It may follow open or closed trau- 
matic injuries or infection or may appear sponta- 
neously. 

Seven theories have been advanced as to the 
etiology, but not one of them will explain all cases 
satisfactorily. The author emphasizes the importance 
of the differential diagnosis of myositis ossificans in 
the quadriceps from sarcoma. 

In the early stages the treatment advised is rest. 
Later, this may be followed by massage and exercise. 
When there is functional disability and the process 
has been at rest for at least six months, operative 
removal of the bone is indicated. 


Paul, J. R.: A Study of an Unusual Case of Myositis 
Ossificans. Arch. Surg., 1925, x, 185. 

The case presented was a borderline case in which 
the diagnosis rested between myositis ossificans and 
sclerosing osteogenic sarcoma. 

The tumor was circumscribed by an outer bone 
shell arising from the head of the fibula and allowing 
the peroneal nerve to traverse it in a deep groove. 
Microscopically it presented many features of a 
sclerosing osteogenic sarcoma or ossifying fibroma of 
questionable malignancy. 

Following the removal of the tumor, recurrence 
Was first noticed at the end of fourteen months. Its 
subsequent rapid growth necessitated amputation of 
the leg. The roentgenological and pathological pic- 
tures were then apparently those of a progressive 
myositis ossificans. 

One possibility is that there were two distinct and 
unrelated conditions; a second, that the entire con- 
dition was a progressive myositis ossificans erroneous- 
ly diagnosed at the time of the first operation; a 
third, that the condition was entirely a slowly grow- 
ing sclerosing osteogenic sarcoma with two different 
aspects, which recurred locally in an atypical form; 
and a fourth, that in the first lesion there were two 
processes standing in distinct relationship to each 
other and that the second lesion was a recurrence of 
one of the two processes. 

DanieEL H. Levintuar, M.D. 
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Eschle, A.: 


De Quervain’s Stenosing Fibrous 
Tendovaginitis at the Styloid Process of the 
Radius (Beitrag zur Kenntnis der stenosierenden 
fibroesen Tendovaginitis am Processus styloideus 


radii—de Quervain). Schweiz. med. Wcehnschr., 


1924, liv, 1006. 


To 110 cases of the disease picture described by 
de Quervain which have been reported in the litera- 
ture the author adds nineteen cases from the Surgi- 
cal Polyclinic at Basel. The symptoms, pathological 
anatomy, histology, etiology, and treatment are 
discussed in detail. 

Etiologically, stenosing tendovaginitis is not a 
distinct entity, but the similarity of the sym toms 
of different processes makes it possible to include 
them all in one syndrome. 

The treatment of stenosing tendovaginitis is 
splitting of the tendon sheath as advised by de 
Quervain. The branch of the radial nerve running 
over the operative field must be spared. In the acute 
stage the application of cold and immobilization are 
sometimes beneficial. 

The symptoms are produced by obstruction to the 
free movement of the tendons by a pathological 
process over the styloid process of the radius. Usual- 
ly such an obstruction is due to constriction of the 
lumen of the conduction canal, andasa rule the cause 
of the constriction is a thickening of the tendon 
sheath. The increase in volume of the tendon sheath 
is a reaction comparable to induration in other organs 
resulting from repeated trauma. A single severe 
trauma may be the exciting factor because of changes 
in the tendon sheath or the bony bed. 

STEGEMANN (Z). 


Sokoloff, N. W.: Suppuration of the Costal Carti- 
lage in Infectious Diseases (Rippenknorpeleite- 
rungen bei Infektionskrankheiten). Kazan. M. J., 
1924, ll, 307. 

The author discusses various disputed points re- 
garding suppuration of the costal cartilages, with 
particular reference to the numerous Russian articles 
on this typically localized complication of typhus 
and other infectious diseases. 

During the period from 1922 to 1923, 115 cases 
were registered in the clinic at Kazan (1.4 per cent 
of the ambulatory cases). Of these, seventy-four had 
been operated upon previously without result. The 
author studied twenty-seven cases, in fourteen of 
which the condition followed typhus. When the 
specific cause could be determined, the type of or- 
ganism found in the cartilaginous locus was usually 
the paratyphus N-bacillus. In seven cases the com- 
plication occurred toward the end of the attack of 
typhus and had a comparatively acute onset. In two 
of these cases the process did not go on to suppura- 
tion, apparently because the cartilaginous necrosis 
remained aseptic and was followed by only a re- 
active perichondritis. In another instance, one 
month after the disappearance of perichondritis of 
two ribs, a new focus of infiltration developed on the 
other side of the chest and suppurated rapidly. 
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Cases in which too much time has elapsed between 
the beginning of the rib involvement and the devel- 
opment of an abscess also favor the theory that a 
cartilage necrosis with reactive perichondritis occurs 
first and that the suppuration results secondarily 
from bacterial emboli. In macroscopically normal 
parts in the neighborhood of the chondritic abscess, 
this aseptic necrosis could be seen with the micro- 
scope when there were only slight changes in the 
perichondrium. 

With regard to the treatment, the author states 
that when the foci are open, only radical surgery is 
to be considered. In involvement of the fifth, sixth, 
or seventh ribs, the entire costal arch must be re- 
sected. In all cases in which Sokoloff did not do this, 
a recurrence developed. When the sternum was in- 
volved, no permanent result was obtained even 
when three operations were performed on the same 
case. Seventeen of the twenty-five patients were 
cured by one operation. One died from a pleural in- 
fection. In two cases injury to the pleura had no un- 
favorable effects, although in the parasternal region 
the pleura could not be sutured and had to be tam- 
poned. 

Contra-indications to operative treatment are 
pulmonary affections and a poor general condition. 

VoN DER OSTEN-SACKEN (Z). 


Léri, A.: Some Considerations on Cervical Ribs. 
(Quelques considérations sur les cétes cervicales). 
Presse méd., Par., 1924, xxxii, 857. 

In the embryo, each vertebra except the coccygeal 
has a pair of ribs represented by a small cartilaginous 
arc calied a tubercular or diapophyseal rib, which 
vetendt from the tip of the transverse process or 
diapophysis and forms the body and tuberosity of 
a true rib. In man, a secondary cartilaginous center 
develops between this diapophyseal rib and the 
vertebral body to form the head and neck of a true 
rib. This articulates with the vertebra at the level 
of a small temporary process, and at a later period 
unites with the body of the true rib. It is called the 
capitulary or parapophyseal portion of the true rib. 

In man, all of the pairs of ribs except the twelve 
dorsal pairs are absorbed. The ribs are represented 
in the lumbar region by the costiform process and 
in the sacrum by a part of the lateral masses. The 
lower cervical and upper lumbar regions are transi- 
tion zones where ribs are more apt to persist because 
of a delay or interruption of the normal absorption. 

The classification based upon the part that per- 
sists is as follows: (1) the capitulary or parapophy- 
seal; (2) the tubercular or diapophyseal; and (3) 
complete anatomical ribs. 

In the cervical region the following conditions, 
demonstrated anatomically or by the X-ray, may 
cause nerve or vascular disturbances: 

1. Hypertrophied transverse processes, particu- 
larly the anterior portion. 

2. Capitulary cervical ribs. These are usually 
hypertrophied and short, and do not extend beyond 
the more or less hypertrophied transverse process. 


An anterior portion of a transverse process com- 
pletely split by an enlarged foramen is distinguished 
from a cervical rib by the fact that a rib articulates 
with, but is not solidly united to, the vertebral body. 

3. Cervical tubercular ribs that articulate only 
with the tip of the transverse process and extend 
more or less far beyond it. 

4. Mixed cervical ribs (head, neck, and body), 
These are generally long. The head may be un- 
united. 

Clinically these four varieties may be grouped into 
long and short ribs. The short ribs include: (1) the 
capitulary or parapophyseal ribs and (2) the hyper- 
trophied transverse processes which have relatively 
the same position to the nerves and blood vessels and 
consequently cause identical symptoms. 

The long ribs include: (1) the tubercular or dia- 
pophyseal ribs, and (2) the complete or mixed ribs. 
The long ribs extend anteriorly beyond the tip of the 
transverse process and may touch the sternum or the 
first dorsal rib and disturb the subclavian artery. 
Interference with the brachial nerve is frequent. 

Short ribs are generally manifested by inferior 
nerve root disturbances, and long ribs by superior 
nerve root or both superior and inferior nerve root 
disturbances. Anatomical variations of the nerve, 
vertebral process, or rib may be confusing. Pressure 
on one nerve root may cause a reflex disturbance in 
an entire plexus or a distant nerve or group of nerves. 
However, the clinical findings are usually in accord 
with the anatomical structure. 

In cases of long ribs the symptoms usually arise 
from the upper brachial nerves, but occasionally 
have their origin in all of the roots. They consist in 
painful sensations in the entire limb externally, 
hypesthesia of the shoulder or the radial side of the 
arm, atrophy of the periscapular muscles or prin- 
cipally of the Duchenne-Erb group (the deltoid, tri- 
ceps, brachialis anticus, and supinator longus), or the 
muscles of the hand, and absence of the radial reflex 
(fifth segment) and often of the cubitopronator 
(sixth segment) with or without preservation of the 
olecranon and phalangeal radial flexure. 

Short ribs, including simple hypertrophied trans- 
verse processes (seventh cervical), usually cause 
sensory, motor, or trophic disturbances of the lower 
branches of the brachial plexus—the seventh and 
eighth cervical and the first dorsal roots. There may 
be a reflex tendon disturbance or an oculomotor 
syndrome from the oculosympathetic fibers of the 
lower brachial plexus. On the internal surface of the 
arm, forearm, or hand there is a band of hyp- 
esthesia. The thenar and hypothenar eminences 
and the interossei show atrophy, with or without 
ulnar griffe. Other signs are a disturbance of the 
olecranon reflex (seventh segment) and of the radial 
flexion reflex of the fingers (eighth segment) with 
conservation of the radial and ulnar pronator re- 
flexes, more or less marked ptosis and myosis and, 
more rarely, enophthalmia. 

In the study of cervical ribs numerous roent- 
genograms taken at various angles are of value in 
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demonstrating the operative indications. It is im- 
portant to differentiate cervical ribs from hyper- 
trophied transverse processes. 

Removal of a cervical rib, especially of its head 
and neck, is difficult because of the proximity of the 
brachial plexus. Long ribs, although at times causing 
the most wide-spread disturbances, may have no 
head or neck. When this is the case, their removal is 
simplified. Disappearance of nerve symptoms has 
followed simple resection of exuberant transverse 
processes. 

In conclusion the author states that as the normal 
variation in the size of the processes is very wide, 
care must be taken in ascribing nerve disturbances of 
obscure origin to cervical rib or hypertrophied trans- 
verse processes. WatrerR C. Burket, M.D. 


Finney, J. M. T., and Hughson, W.: Spasmodic 
Torticollis. Ann. Surg., 1925, Ixxxi, 255. 


This article is based on thirty-two cases of spas- 
modic torticollis which were operated upon from one 
to four times and were given careful pre-operative 
and postoperative study. The great variety of the 
manifestations of this disorder, its appearance on 
the opposite side after surgical cure by section of one 
set of muscles or nerves, and the length of time before 
full benefit is obtained from operation indicate that 
the condition is very complex and that the operative 
results must be judged with care. 

The classification of torticollis is difficult because 
of our ignorance of the etiology of many of its forms. 
The authors recognize a difference between the 
spasmodic type here discussed and that due to neu- 
roses or psychoses. The condition has been ascribed 
to partial fibrosis of the affected muscles, central 
(cerebral or cord) and peripheral (spinal accessory 
nerve) degenerations, changes in the cervical verte- 
bre, specific streptococcic infection, distant foci 
of infection, etc. The authors discuss rather briefly 
these and other explanations, and emphasize that 
few of them are of value in the treatment. 

Many forms of treatment have been tried, but 

with the exception of surgery, their results have been 
inconstant or negative. Psychotherapy, massage, 
hydrotherapy, electricity, and drugs have been used. 
Surgical attempts at treatment date back to 1641. 
The authors review the history of the various opera- 
tions devised up to Keen’s scientific and rational 
work published in 18or. 
__ The authors’ operation was developed from Keen’s 
idea. The advantages claimed for it are that it 
offers a ready approach and satisfactory exposure 
of the nerve trunks of both sides which are to be 
excised. 

The patient is placed face down with his head over 
the end of the table, and an incision the shape of an 
inverted “‘U” is made with the curve below the 
occipital tubercle and extended down along the 
posterior borders of the sternocleidomastoid muscles. 
The flap thus formed is turned down and the trape- 
zius, splenius, and semispinalis capitis muscles are 
cut transversely and reflected. The spinal accessory 
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nerve is located by retracting the sternocleidomas- 
toid muscle, and after its identification has been 
proved by electrical stimulation it is resected. The 
trunk of the great occipital nerve is carefully followed 
down and resected below its anastomosis with the 
suboccipital. The suboccipital nerve is cut below 
its main branches, and the third cervical nerve is sec- 
tioned where it emerges from the vertebral foramen. 

The opposite side is similarly treated. The flaps 
are then replaced by sutures, and the wound is closed. 
No excision of muscle is necessary, and no drainage 
need be provided if adequate hemostasis is ob- 
tained. A gauze dressing reinforced with wooden 
coaptation splints is applied, plaster dressings having 
been abandoned. 

The entire operation requires about one and one- 
half hours. It should be attempted only by an ex- 
perienced surgeon with a thorough knowledge of the 
anatomy of the parts, as the most probable cause of 
poor results is failure toidentify and resect the nerves. 

With any treatment, the prognosis depends upon 
the severity, extent, and chronicity of the affection. 

The authors’ series of thirty-two cases covers a 
period of twenty years. The surgical technique used 
during this time was not uniform. However, of 
thirty-one patients who have been traced, twelve 
report that they have been cured, sixteen that they 
were benefited by the operation, and three that their 
condition remains unchanged. The newer operation 
described in this article has been developed only 
recently, but the results so far obtained with it justi- 
fy its more extended use. Cuester C. Guy, M.D. 


Calvé, J.: A Localized Affection of the Spine 
Suggesting Osteochondritis of the Vertebral 
Body, with the Clinical Aspect of Pott’s Dis- 
ease. J. Bone & Joint Surg., 1925, vii, 41. 


The author reports two cases of spinal disease 
with clinical symptoms suggesting Pott’s disease but 
in which the relatively quick recovery without ky- 
phosis or disability made this diagnosis seem in- 
correct. 

One of the patients was a child 2% years old with 
pain and stiffness of the back and a small knuckle. 
Under treatment, the knuckle disappeared gradually. 
No abscess threatened at any time, and the child 
recovered without any deformity or disability what- 
soever. 

The second case was that of a 7-year-old child with 
very marked sensitiveness on motion, spasm with 
rigidity of the spine, and a small sharp knuckle of 
one spinous process. All of these phenomena except 
the knuckle disappeared in two or three months. 
The knuckle persisted for about two years. 

It is characteristic of such cases that the lesion 
attacks only one vertebra, the adjacent disks remain 
absolute!y intact, the cartilage is thicker and shows 
neoformation, and the vertebral body is increased 
in density and compressed. 

In the author’s opinion, the condition described 
is to the spinal column what Koehler’s disease is to 
the foot. CHESTER C. SCHNEIDER, M.D. 
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Perkins, G., and Jansen, M.: The Etiology of 
Pseudocoxalgia: A Critical Survey of the Con- 
genital Theory, With a Reply. J. Bone & Joint 
Surg., 1925, vii, 18. 

Perkins offers a critical analysis of the three prin- 
cipal factors upon which is based the theory of the 
congenital nature of the pseudocoxalgia of Jansen. 
He maintains that ischium varum can be simulated 
roentgenologically by tilting the patient or the tube, 
and that therefore it is impossible to determine the 
presence of a true ischium varum from the X-ray 
evidence alone. The thickened bony floor of the 
acetabulum is not influenced much by asymmetrical 
exposure, but X-ray evidence is adduced which 
shows that such thickening does not always produce 
flattening of the hip socket. Similarly, roentgeno- 
grams are presented in which the curve of the fe- 
moral head forms a striking contrast to the acetabu- 
lar curve, yet the femoral head retains its normal 
shape and does not undergo the changes seen in cox- 
algia. Moreover, cases treated by recumbency and 
traction, in which the acetabular roof cannot exert 
the same pressure on only a small part of the femoral 
head, go through the same cycle of roentgenographic 
changes during, and in spite of, treatment. 

Jansen, in reply to Perkins, states that only sym- 
metrical exposure can furnish information concern- 
ing the width of the bony floor and the occurrence of 
ischium varum. Pseudocoxalgia develops in cases 
of ischium varum when contributory factors such 
as trauma and softening of the head of the bone are 
present. Even when, with no weight borne on the 
leg, fixation is obtained and traction is applied, ab- 
normal stimuli will be present as long as there is a 
discrepancy between the joint surfaces. 

CHESTER C. SCHNEIDER, M.D. 


Demel, R.: Internal Injuries of the Knee Joint: 
Tearing of the Crucial Ligaments or Fracture 
of the Intercondyloid Eminence of the Tibia 
(Ueber Binnenverletzungen des Kniegelenks: Zer- 
reiszung der Kreuzbaender und Abrissfraktur der 
Eminentia intercondyloidea tibiae). Arch. f. klin. 
Chir., 1924, CXXX, 473. 

In 8,110 fractures there were four tearing fractures 
of the intercondyloid eminence. These four cases 
constitute the basis of this report. Three of them 
were seen by the author himself in the last few 
months. Demel comes to the following conclusions: 

1. Injuries of the crucial ligaments or their points 
of insertion into the femur or tibia are rare. Tearing 
fractures of the intercondvloid eminence of the tibia 
constitute only 0.049 per cent of all fractures seen at 
the clinic. 

2. Despite the infrequency of this type of injury, 
the possibility of injury to the crucial ligaments or 
their points of insertion should be considered in all 
cases of trauma in the region of the knee joint. If the 
diagnosis of “derangement” is regarded as sufficient, 
serious and permanent harm may be done; the pa- 
tient will continue to have pain, disturbance of the 
function of the knee joint, and a loose joint and event- 


ually a recurrent hydrops and a loose fragment may 
interfere with the motion of the joint. ; 

3. Further reasons why injury to the crucial liga- 
ments and intercondyloid eminence should be borne 
in mind in every case of knee-joint trauma are the 
poor conditions for healing in internal injuries of 
the joint and the unfavorable prognosis as regards 
the function of the joint. 

4. The diagnosis depends on a knowledge of the 
joint mechanism and the function of the affected 
part. 

5. Cadaver experiments have shown that isolated 
division of the anterior crucial ligament causes in- 
creased internal rotation and slight anterior sub- 
luxation of the lower leg but no tendency to posterior 
subluxation and no lateral motility of the lower leg. 
The anterior crucial ligament prevents the forward 
sliding of the tibia on the femur, makes possible the 
external rotation of the lower leg, and limits internal 
rotation. It has been shown also that isolated tear- 
ing of the posterior crucial ligament is followed by 
posterior subluxation of the lower leg and deflection 
of the joint in extension. When the knee is flexed, 
the lower leg is movable laterally and external rota- 
tion is increased. The posterior ligament therefore 
prevents the parallel displacement of the tibia from 
before backward and the outward rotation of the 
thigh on the axis of the tibia. The intercondyloid 
ligament is frequently torn off with simultaneous 
tearing of the posterior crucial ligament, this causing 
hyperextension of the joint. The outer lip of the em- 
inence is fractured by the pull of the posterior liga- 
ment, by vigorous abduction and outward rotation 
of the lower leg, or by pressure of the lateral condyle 
of the femur. The inner lip of the eminence is broken 
off by violent flexion, adduction, and internal rota- 
tion of the lower leg. 

6. Difficulty in the diagnosis of an injury to the 
crucial ligaments or their points of insertion is due 
to the fact that symptoms justifying the diagnosis 
(swelling, haemarthrosis, abnormal motility) are of- 
ten lacking or there are other symptoms (swelling, 
haemarthrosis, disturbed function) which simulate 
those of a joint derangement. A positive diagnosis 
of injury to a crucial ligament or its attachment is 
possible only when, with the characteristic symptoms, 
subluxation of the lower leg in a sagittal plane can 
be demonstrated. In cases in which the torn-off 
fragment at the attachment of the ligament is visible 
the diagnosis can be made very definitely with the 
help of the X-ray. Therefore in all cases of knee- 
joint trauma in which the clinical examination does 
not exclude an internal injury, an X-ray examina- 
tion is demanded. 

7. Inthe differential diagnosis, tearing and luxation 
of the meniscus must be considered. These may occur 
with milder trauma than injury of the crucial liga 
ments. Meniscus injury should be suggested by 
tenderness to pressure at the fold of the joint and by 
manifestations of pinching. 

8. Patients with a recent injury of the crucial liga- 
ments should be placed at absolute rest with com- 








ee ae eS ae 














pression bandages, but after a week at the latest 
active and passive motion should be begun in order 
to decrease the possibility. of ankylosis or arthritis 
deformans. Large accumulations of blood should be 
punctured. In late cases, if conservative treatment 
fails, operation is advisable. The purpose of opera- 
tion should be to remove the blood or loose body, to 
suture the torn crucial ligaments, or to make a 
plastic substitution for these ligaments. 
Four case histories are reported. Gtass (Z). 

Truslow, W.: Metatarsus Primus Varus or Hallux 


Valgus? J. Bone & Joint Surg., 1925, vii, 98. 


The author suggests the term ‘‘metatarsus primus 
varus” for the condition known as hallux valgus 
because this term suggests the situation of the 
primary focus of the deformity at the proximal end 
of the first metatarsal and the constant varus posi- 
tion of that bone and the lateral bone wedging at its 
proximal joint. He believes that the condition is an 
anatomical variation rather than the result of in- 
flammation or the wearing of improper shoes, and 
that the hallux valgus deformity is acquired and is 
possibly the result of the varus of the first metatarsal. 
Faulty shoes and chronic arthritis may also be 
causative factors. 

In Truslow’s opinion any operative procedure that 
does not include the correction of the deformity at 
its proximal focus is unscientific and inadequate. 
Simple cuneiform osteotomy at the metatarso- 
cuneiform joint with redressment of certain second- 
ary changes is adequate and gives permanent re- 
sults. CHESTER C. SCHNEIDER, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Ruef, H.: A New Method for the Improvement of 
the Tendon Suture After the Rupture of Flexor 
Tendons (Kine neue Methode zur Verbesserung 
der Sehnennaht nach Zerreissung von Beugesehnen). 
Arch. f. klin. Chir., 1924, CXxx, 757- 

The author describes a procedure which is being 
used at the Lesser Clinic according to the technique 
of Rehn to favor the healing of sutured tendons by 
relieving the tension on the sutures. 

After the tendon has been carefully sutured, it is 
exposed proximally near its insertion in the muscle 
by a small longitudinal incision. At this point there 
is then drawn through it a stout silk thread which is 
fastened under tension to a curved aluminum splint. 

Several cases of injury to extensor tendons and six 
cases in which flexor tendons were sutured have been 
treated by this technique with very good results. 

Care must be taken that the tendon which has 
been stretched in this manner does not become ad- 
herent to the site of the puncture in the skin, but if 
this occurs it can be easily corrected later under 
local anesthesia. 

The procedure described was based on the recom- 
mendation of Lienhartz and Salomon. These sur- 
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geons did not relieve the tension just above the site of 

the tendon suture and in Ruef’s opinion their method 

is less effective than the procedure he describes. 
MARWEDEL (Z). 


Gill, A. B.: Reconstruction of the Hip Joint. A /lan- 
lic M.J., 1925, xxviii, 204. 

In reconstruction operations on the hip joint the 
attempt is made to restore the two elements of 
proper function, namely, stability and normal range 
of motion. In an arthrodesis, motion is sacrificed 
for the sake of stability. In acute osteomyelitis or 
tuberculosis of the hip the shaft becomes displaced 
upward or ankylosed because of destruction and 
absorption of the head and neck of the femur. Fre- 
quently this results in an adduction flexion deformity 
with consequent impairment in function. 

In such cases function may be restored by the 
Whitman operation, the formation of a new femoral 
head from the remains of the neck and upper end of 
the shaft, the introduction of this new head into the 
acetabulum, and the attachment of the trochanter 
with its muscular attachments to the side of the shaft 
below its former location. The free fat transplant is 
employed only in cases without a fairly good carti- 
laginous surface in the acetabulum. 

There is some controversy as to the advisability 
of attempting reconstruction operations in quiescent 
cases of tuberculosis of the hips. When persons with 
this condition become older, heavier, and more ac- 
tive, the fibrous ankylosis is not sufficiently stable to 
endure the stress placed upon it. The process may 
then recur and occasionally develops an abscess or a 
sinus. The advantage of conservative treatment is 
of only short duration. 

Gill does not recommend the employment of sub- 
trochanteric osteotomy because it cannot fully 
correct a severe deformity since it is impossible to 
make an angle in the femur at the site of the fracture 
sufficiently large without danger of displacing and 
overlapping the fragments. Furthermore, this pro- 
cedure does not relieve the hip disease. 

Arthrodesis of the hip is recommended because it 
offers the greatest security and freedom from pain. 
In bilateral involvement a double arthrodesis cannot 
be performed and the surgeon is forced to attempt to 
secure stability with motion at least in one hip. 
In Gill’s opinion the danger of lighting up the disease 
in this operation is not very great because if there is 
diseased tissue remaining it is removed in large part 
or entirely at the time of operation. 

Reconstruction of the head of the femur is in- 
dicated also in old cases of ununited fracture of the 
neck resulting from improper treatment or lack of 
blood supply to the affected parts. The procedures 
that have been employed to secure union are: (1) 
freshening of the fragments and their approximation ; 
(2) the driving of a bone peg through the trochanter 
into the head; (3) the Brackett operation, which con- 
sists in removing the periosteum from the greater 
trochanter and approximating the greater trochanter 
with the head, the leg being in abduction. In those 
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cases in which the blood supply has been impaired, 
the Whitman operation has proved to be a satis- 
factory procedure. 

In cases of either congenital or acquired dislocation 
of the hip in which bloodless reduction has been un- 
successful or has not been performed, reconstruction 
operations on the hip joint are done with very good 
results. In some cases a false acetabulum is con- 
structed and it is necessary only to deepen it. In 
others it may be necessary only to remove the fibrous 
tissue from the original acetabulum and replace the 
head within it. In older cases in which it is impos- 
sible to replace the head because of the contracture 
of soft parts, a small excavation is made in the side 
of the pelvis at the site of the displaced head of the 
femur and a bone flap is turned down above and be- 
hind the head, the leg being slightly abducted. In 
cases of recurring dislocation the upper portion of 
the acetabulum may be enlarged and re-enforced by 
such a bone flap without opening of the capsule of 
the joint. These procedures may be employed also 
in cases of destruction of the acetabulum by disease 
and in traumatic dislocations. 

If ankylosis of the hip joint has occurred because 
of infection a new head may be reconstructed from 
the bone present. A corresponding impression is left 
in the pelvis which constitutes the acetabulum. 
Both are refashioned and replaced with tissue inter- 
posed between the bone surfaces. Either a pedicled 
or a free fascial flap or Baer’s chromicized pig’s 
bladder may be used. If there is not sufficient bone 
remaining from the original head, the head may be 
reconstructed from the end of the shaft by removal 
of the trochanter as described. 

Rupovpu S. Reicu, M.D. 


Miller,O.L.: Two Hundred Cases of Paralytic Foot 
Stabilization After the Method of Hoke. J. 
Bone & Joint Surg., 1925, vii, 85. 

Miller is thoroughly convinced that the Hoke 
operation is of great value for the correction of the 
defects and deformities of paralytic feet. An analy- 
sis of the results in his 200 cases seems to prove 
definitely that a correct application of this opera- 
tion, together with the proper tendon transplanta- 
tion and skeletal alignment, will meet all of the sur- 
gical needs of the paralytic foot more nearly, more 
lastingly, and with greater preservation of the normal 
function and appearance of the foot than any other 
procedure yet devised. Since the publication of 
Hoke’s article in October, 1921, no other operation 
for stabilizing feet has been used at the North 
Carolina Orthopedic Hospital. 

In attempts to lessen disability in deformed and 
paralized lower extremities, all possible contributing 
factors must be taken into consideration. Torsion 
of the femur and tibia must be corrected, faulty 
muscle imbalance overcome by suitable tendon 
transplantations, and stability substituted for lack 
of joint control whenever possible. 

The technique of the Hoke operation must be 
modified to meet the indications in the particular 


case. Six weeks after the original operation, 4 
special refining manipulation is done in practically 
all cases and a plaster cast is applied for two weeks 
longer. At the end of this time the foot is massaged, 
a shoe is worn, and walkingis begun. The average age 
of the author’s patients at the time of operation 
was 11 years. The youngest patient was 4 years old 
and the oldest 35 years. The ideal age for the opera- 
tion is 8 years. CHESTER C. SCHNEIDER, M.D. 


FRACTURES AND DISLOCATIONS 


Glaspel, C. J.: The Treatment of Fractures of the 
Femur by Means of Skeletal Traction. /.- 
Lancet, 1925, xlv, 27. 

By skeletal traction is meant the application of 
traction force to bone. Bony traction is of advantage 
because it gives better control of the fragments, re- 
quires less force to effect reduction, allows active 
motion of the knee joint, is easily applied, and very 
rarely gives rise to sepsis. In compound fractures 
with large wounds it is the method of choice, but it 
should not be employed in cases of fracture of the 
femur in young children, fracture of the neck of the 
femur in the aged, or fracture with little or no dis- 
placement of the fragments. 

If possible, the thigh should be X-rayed before 
reduction to determine the location and character of 
the fracture. Reduction should always be done under 
general anesthesia unless there is some definite 
contra-indication or unless there is little displace- 
ment of the fragments. General anesthesia is 
necessary to obtain complete muscular and fascial 
relaxation. A fracture of the femur should be re- 
duced as soon after the injury as possible, and all 
such fractures should be considered emergencies. 

In the author’s cases the entire condylar area is 
prepared surgically and the traction calipers are 
introduced through a very small incision in the skin 
and fascia just above the most prominent parts of the 
condyles. The caliper points are screwed into the 
bone about 1% in. and the wound around each point 
is painted with collodion and covered with a small 
dressing. When ordinary precautions are taken, 
there is no danger of injuring the knee joint. 

The entire leg and thigh are placed in a Thomas 
splint with a hinged knee-flexion attachment and a 
foot piece to hold the foot at right angles to the leg. 
This splint is suspended from a Balkan frame by 
weights and pulleys, and a traction weight of from 5 
to 15 lbs. is applied. 

In the treatment of a fracture of the femur, short- 
ening must be prevented by the use of a sufficient 
amount of traction weight; outward and posterior 
bowing of the thigh prevented by placing the thigh 
and the leg in a position of abduction with a posterior 
coaptation splint; and partial or complete ankylosis 
prevented by mobilization of the knee and ankle. 
Eighty per cent of fractures of the shaft of the femur 
are firmly united in about nine weeks. The length 
of time it is necessary to keep the calipers in position 
varies from four to nine weeks. A well-developed 




















callus will yield to body weight; therefore care must 
be taken not to allow walking with an unsupported 
thigh too early. The general textbook teaching in 
regard to the time required for the union of various 
bones is unreliable. While fractures may appear 
firm at the end of a few weeks, new bone formation 
at the site of injury is not mature for many months 
and will yield to either favorable or unfavorable 
mechanical influences. 

The mobilization of joints during treatment and 
the danger of early weight bearing with an unsup- 
ported thigh and leg are particularly emphasized. 

In compound fractures mechanical cleansing of 
the wound by the excision of all traumatized tissue 
is the safest procedure. A complete primary opera- 
tion will usually eliminate infection and allow the 
wound to be closed without drainage. Antiseptics 
are of less value. While all dead tissue and foreign 
bodies should be removed, apparently loose bony 
fragments, especially those attached to the soft 
parts, should be left 2m situ. 

In a series of fifty cases treated by the author 
in the manner described, satisfactory results were 
obtained. 


Steiner, W.: Fractures of the Tarsal Bones Col- 
lected by the Swiss Accident Insurance Office 
in the Period from 1920 to 1921: 574 Cases (Die 
bei der Schweizerischen Unfallversicherungsanstalt 
in den Jahren 1920-1921 angemeldeten Brueche der 
Mittelfussknochen: 574 Faelle). Arch. f. orthop. u. 
Unfall-Chir., 1924, xxiii, 170. 


Since fractures of the tarsal bones have been only 
briefly considered in the literature, the author has 
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studied the 574 cases collected in the years 1920 and 
1921 by Suval. These constituted 3.29 per cent of all 
fractures seen in the two-year period and therefore 
were as frequent as fractures of the radius. The fre- 
quency of fracture diminishes from the first to the 
fourth metatarsal and increases again with the fifth. 

Fractures of the tarsal bones are most common in 
the third and sixth decades of life. The most fre- 
quent cause is the falling of a heavy weight on the 
inner margin of the foot. The outer border is in- 
jured by active movements, the fractures here being 
usually flexion and torsion fractures. The period of 
disability averages forty and eight-tenths days, and 
the period of treatment somewhat less. In 5.5 per 
cent of the cases deformity results. 

In the cases reviewed the treatment consisted 
chiefly of rest, the application of fomentations, and 
after-treatment with massage. Plaster and adhesive 
bandages were employed frequently. Steiner advo- 
cates a somewhat more active treatment but uses 
bandages also in cases without dislocation. In the 
after-treatment arch supports are of importance. 

An unusual mechanism of fracture reported con- 
sisted in a sudden incoordinated motion in which 
slipping or wrenching caused a tearing fracture of 
the tuberosity of the fifth metatarsal. Tarsal bones 
were found by the author in a rather high percentage 
of cases as compared with other reports in the litera- 
ture. Swelling of the foot is always caused by frac- 
ture. In the author’s opinion the cause of ‘‘German 
disease” is probably a trauma similar to that causing 
‘march fracture.” 

A case of Koehler’s disease is reported. 

HELLER (Z). 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Chute, A. L.: Injury to the Vena Cava During 
Nephrectomy. J. Urol., 1925, xiii, 43. 

Chute reports four cases of injury to the vena cava 
during difficult nephrectomy. Two of the patients 
died within twenty-four hours, one died several 
weeks after the operation from an acute infection, 
and one recovered. 

In reviewing the literature, Chute found that re- 
ports of injury to the vena cava during nephrectomy 
are rare, but his own experience makes him believe 
that this accident is not very unusual. 

Chute believes that the best method to use when 
lateral tears occur is suturing with silk. He is of the 
opinion that it makes little difference whether the 
intima and the adventitia are brought together; 
two layers are safer than one. He finds that all lines 
of suture will ooze for a time, but this can usually be 
controlled with a gauze tampon. 

In one of the cases reported a clamp was used. A 
clamp can be applied quickly and easily. The dis- 
advantage of the use of aclamp is that the wound must 
be left open with the forceps projecting and a second 
operation is necessary for the removal of the clamp. 

Chute’s conclusions are as follows: 

Wounds of the vena cava will occur occasionally in 
nephrectomy. They may occur even when apparent- 
ly every care is taken in the performance of the op- 
eration. Such wounds are probably best treated by 
suture. In a certain number of cases, this will be 
found impossible and it will be necessary to bring the 
edges of the incision together with forceps. It is 
best to leave the clamps in place for at least seven 
days. GiLBerT J. Tuomas, M.D. 


BLOOD; TRANSFUSION 


Flandin, C., and Tzanck, A.: The Transfusion of 
Arsenobenzolated Blood in the Severe Intes- 
tinal Hemorrhages of Typhoid Fever (La trans- 
fusion de sang arsénobenzolé dans les grandes hémor- 
ragies intestinales de la fiévre typhoide). Bull. ef 
mém Soc. méd. d. hép. de Par., 1924, 3s. xl, 1411. 

In 300 transfusions of blood it was found that the 
arsenobenzines are the most trustworthy of anti- 
coagulants. Arsenobenzolated blood is less changed 
in its physiochemical properties (viscosity, refrac- 
tion index, density, etc.) and histologically (cell form 
and leucocyte activity) than citrated blood. For the 
anticoagulant power required, the arsenobenzines 
are only one-tenth as toxic as sodium citrate. 

In the case of a 27-year-old patient who had a 
severe hemorrhage on the seventeenth day of ty- 
phoid fever, 0.03 gr. of sulfarsenol for each 100 c.cm. 
of blood was used. Another case treated with arseno- 


benzolated blood was that of a 37-year-old patient 
with a severe hemorrhage on the thirteenth day oj 
typhoid fever. Neither patient had a recurrence of 
the bleeding and both recovered. 

The sulfarsenol is dissolved in a small amount of 
distilled water, and the required amount of blood to 
dilute it is then drawn into the syringe by the direct 
method. KELLOGG SPEED, M.D. 


LYMPH VESSELS AND GLANDS 


Reyn, A.: Roentgen and Light Treatment of 
Tuberculous Lymphomata (Roentgen- und Licht 
behandlung von tuberkuloesen Lymphomen). //oysp. 
Tid., 1924, |xvii, 96, 374, 385, 401. 

In a paper read before the medical society of 
Copenhagen, Reyn stated that during the period 
from 1g10 to 1920, 553 cases of tuberculous lym- 
phoma were treated at the Finsen Institute of Copen- 
hagen, some of them with the roentgen rays and 
some with light baths. In addition, all of the cases 
with fistula were treated with the concentrated 
Finsen carbon arc light. The material includes a 
number of very serious cases in which the condition 
had been present for a long time. 

The results indicate that light in the form of arti- 
ficial light baths gives far better results than roent 
genotherapy, since 98 per cent of the patients treated 
with the light baths were cured, while of those 
treated with the roentgen rays alone only 4o per cent 
recovered. In the author’s opinion, the carbon arc 
light baths are the best. 

Reyn called attention to the fact that roent- 
genotherapy has a very injurious effect upon the 
skin, as the usual dosage can produce both atrophy 
and dilatation of the blood vessels of the skin. In 
the treatment of tuberculous lymphomata it is 
especially dangerous as in this condition only hard 
filtered rays are applied and the changes do not ap- 
pear until months or years after the end of the treat- 
ment. 

As tuberculous lumphomata have a tendency to 
recur, the results of treatment must be judged with 
care at the time the patient is discharged and the 
case must be kept under observation for a long time. 

Of the patients who were cured, 408 were kept 
under observation for two years or longer, and 213 
for four years or longer. Treatment with light docs 
not have an injurious effect, and improves both the 
physical and the mental condition. 

The modern treatment of tuberculous lymph 
glands should be a combination of all known methods 

-light therapy, operation, and roentgen irradiation. 
The fistulous forms are cured more rapidly and 
surely by local treatment with the concentrate: 
carbon arc light. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


The author advocated the building of sanatoria 
along the coast for patients with tuberculosis. In 
northern regions, such sanatoria should be supplied 
with artificial light baths as a substitute for sun- 
light. In such institutions it would be possible also 
to isolate contagious cases. The importance of hav- 
ing persons with tuberculosis live in the country in 
the summer time, and take sun baths and artificial 
light baths in the winter was emphasized. 

In the discussion of Reyn’s paper STRANDGAARD 
stated that during the last six years he had treated 
143 patients with the carbon arc light (75 amperes, 
53 volts). All of the patients had pulmonary tuber- 
culosis, and most of them had also some surgical 
complication such as abscess, adenitis, arthritis, 
fistula, laryngitis, peritonitis, or spondylitis. The 
favorable effect of the treatment upon the extra- 
pulmonary complications could not be doubted; 
in some cases there was improvement also in the 
pulmonary tuberculosis. However, it was difficult 
to decide whether the improvement in these cases 
was greater than that obtained by sanatorium 
treatment without light baths. In twenty cases 
there was an aggravation of the pulmonary con- 
dition. In the majority, this was only transient, 
but in ten cases it was more serious. The aggrava- 
tion of the pulmonary condition was observed simul- 
taneously with improvement of the extra-pulmo- 
nary complications. 

JorNSEN protested against the disparagement of 
roentgenotherapy which, he stated, is not warranted 
by general opinion regarding the treatment and his 
own experiences. While one explanation of the 
difference in opinion may perhaps be found in a 
difference in the material, this explanation is not 
adequate. The estimation of the results is made un- 
certain by the fact that the diagnosis cannot always 
be correct—not only in the hyperplastic forms but 
also, without doubt, in the fistulous forms. A “‘cure”’ 
may be only a matter of opinion. Joensen empha- 
sized the fact that roentgenotherapy cures glandular 
tuberculosis permanently and without untoward 
sequela. He has treated more than 100 cases, partly 
surgically and partly with the roentgen rays, and 
has never seen any cases with pigmentations of any 
importance, telangiectases, or other skin changes. 
Roentgenotherapy gave cosmetically good results 
and shortened the time of treatment. Light therapy 
is tiresome and expensive and should be reserved for 
especially serious and complicated cases. 

STRANDBERG reviewed his cases with regard to the 
occurrence of hemoptysis during the light treat- 
ment. Among too patients with pulmonary and 
laryngeal tuberculosis there were eight who had 
hemoptysis before the treatment. During the treat- 
ment, only two had hemorrhages, and both of these 
were among the eight who had hemoptysis pre- 
viously. 
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WISsSING claimed that combined light and roent- 
gen therapy gives far better results than roent- 
genotherapy alone. He believes that the latter treat- 
ment was largely responsible for the good results in 
Reyn’s cases. A number of roentgenologists have 
reported cures obtained with roentgenotherapy 
alone. This percentage agrees very well with Wis- 
sing’s experience. 

LeNporF stated that the treatment should be 
both local and general, and that occasionally radical 
operation is also indicated. Roentgen therapy re- 
quires great care as its results are uncertain. 

BIERING stated that he had traced twenty-five 
patients with tuberculous lymphomata who were 
treated with the roentgen rays in the period from 
1920 to 1922. None of them developed any note- 
worthy skin changes. The shortest period of obser- 
vation was one year and three months. 

MOELLER stated that the extensive German litera- 
ture regarding roentgenotherapy has influenced the 
opinion of roentgenologists. Like Reyn, he has 
rarely seen good results from roentgenotherapy 
alone. Whenever the glandular tumors disappeared 
promptly after roentgenotherapy he was usually 
inclined to believe that the condition was not tuber- 
culosis. He stated that when roentgenotherapy is 
given, it must be borne in mind that the skin of the 
neck, where lymphomata occur most frequently, is 
very sensitive. Small doses should be given at not 
too short intervals, and should be stopped at the 
proper time. 

JENSEN stated that there is no doubt that a case- 
ous or fistulous gland can be treated with the roent- 
gen rays with striking results. 

REyYN replied that 10 per cent of his cases with 
lymphoma had‘had pulmonary tuberculosis, but 
that he never observed any aggravation of the lung 
condition. 

STRANDGAARD stated that most of his patients had 
an acute pulmonary tuberculosis and lymphomata 
in addition. Some cases of this type must neces- 
sarily be aggravated because they have a more un- 
favorable prognosis. The reaction to the formerly 
very popular roentgenotherapy is now going on. 
This form of treatment is being warned against in 
Switzerland and France. While roentgen changes 
in the skin do not always occur, a large number of 
patients are not cured and there is certainly some 
danger in the treatment. Strandgaard’s material 
included numerous serious cases, but these are the 
very ones that ought to show the good effect of 
roentgenotherapy. Isolated cases in which the 
tumors rapidly disappear under roentgen treatment 
are cases of granulomatosis or pseudoleukemia. 

In conclusion RreyNn stated that he had always 
held the opinion that some of the lymphomata can 
be operated upon with excellent results. 

PALUDAN (Z). 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Goeckerman, W. H.: The Effect of Surgical Trau- 
ma in Patients with Syphilis, with Special 
Reference to the Healing of the Postoperative 
Wound. Surg., Gynec. & Obst., 1925, xl, 77. 

Patients with syphilis who have been treated can 
be operated upon with impunity. The patient whose 
infection is of long duration is on the whole a poor 
surgical risk, but only in proportion to the damage 
his tissues have sustained. He is no worse risk than 
another patient with an equal amount of damage 
from some other cause. 

Untreated patients rarely develop postoperative 
difficulties (7 per cent), but operation on a gumma 
will increase the damage and reflects on the diag- 
nostic ability of the physician. In a suspected case, 
conservatism indicates careful treatment before 
surgery is undertaken, if the lesion is not of an 
emergency character. The patient’s age and sex and 
the anatomical systems involved do not seem to 
influence the postoperative course. 

A considerable number of patients with syphilis 
are evidently operated upon regularly without the 
surgeon’s being aware of the condition. A routine 
Wassermann test will materially reduce this number. 
A dose or two of arsphenamin preparatory to opera- 
tion is not necessarily a wise procedure, except as a 
measure for the protection of the surgeon. The 
clinician’s suspicious attitude, a routine Wassermann 
test, and proper treatment in certain cases will 
reduce the operative risk to the minimum. The 
older patient presents a general medical problem: 
clinical investigation not only of the presenting 
symptoms, but also of the patient as a whole is in- 
dicated. It is probable that the damage due to 
syphilis is more extensive than a casual examination 
appears to indicate. The cardiovascular and nervous 
systems are apt to sustain the brunt of the in- 
fection. 


Featherstone, H.: An Inquiry into the Causation of 
Postoperative Pneumonia. Brit. J. Surg., 1925, 
xii, 487. 

Featherstone believes that postoperative pneu- 
monia is more frequent than is indicated by statis- 
tics and that local disease in the lungs and poor 
general health at the time of operation are of far 
greater importance in its causation than the an- 
zsthetic used or the method by which the anesthetic 
is administered. He agrees with Rogers that the 
lung has a certain bactericidal power, and that in 
ill health this power is enfeebled. 

Another factor predisposing to postoperative 
pneumonia is the secondary immobilization of the 


diaphragm and chest following operations on the 
upper abdomen. This causes congestion of the lungs 
and consequent choking of the bronchioles due to 
swelling within the bronchial walls. Under such 
conditions the inhalation of ether has an irritating 
effect and coughing is very painful. Featherstone 
believes that this sequence of events is accompanied 
by massive collapse of the lung in which areas of 
infection gain a foothold. 

While in some of the cases the infection may oc- 
cur by way of the lymph channels, in the majority 
it occurs through the blood stream or by aspiration. 

Postoperative pneumonia is more common in the 
latter half of life and, Featherstone concludes, in 
patients operated upon with the head elevated above 
the chest than in those operated upon in the Tren- 
delenburg position. Henle, Goebel, Laewen, Mik- 
ulicz, and Griffen believe that it occurs more fre- 
quently also after local anesthesia than after general 
anesthesia. Dennis W. Crite, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Black, K.: A Weak Point in Sterilizing Methods. 
Brit. M. J., 1925, i, 210. 


The author has shown that the ordinary type ot 
pressure sterilizer, which generates a temperature of 
240 degrees F., does not sterilize the interior of the 
drum or package of dressings. When an especially 
constructed thermometer was placed in the center of 
the package the temperature of that part was found 
to reach 220 degrees F. only under very high pressure. 

It was discovered also that a glass tube of phallic 
acid is not a reliable guide as it changed color at 
surprisingly low temperatures. On the other hand, 
it was evident that an especially constructed ther- 
mometer was impracticable because of its cost and 
the difficulty of replacing it if it should be broken. 

In experimenting with fusible metals the author 
discovered that small metal squares attached to card- 
board could be made to fuse at any given tempera- 
ture and would therefore provide a simple and re- 
liable guide for the proper sterilization of the inte- 
rior of a package of gauze or dressings. 

WituraM J. Pickett, M.D. 


Buzello, A., and Rahmel, O.: The Demonstration of 
Tetanus Bacilli in the Intestine and Internal 
Organs of Healthy Persons Not Sick with Teta- 
nus (Der Nachweis von Tetanusbacillen im Darm 
und den inneren Organen gesunder nicht tetanus- 
kranker Menschen). Arch.f klin. Chir., 1924, Cxxx, 
660. 


Proceeding from the well-known fact that tetanus 
bacilli are frequently present in the intestinal ex- 
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cretions of the larger domestic animals and the fact 
that Reis once obtained a pure culture of tetanus 
bacilli from the lower ileum and cecum of man, the 
authors systematically examined the faces of pa- 
tients not sick with tetanus who, in their occupations, 
had come into close contact with domestic animals 
and the soil. 

The test stools were obtained immediately after 
the patient’s admission to the clinic in order that 
any influence of the hospital dietary might be ex- 
cluded. 

Bacilli and spores were demonstrated microscopi- 
cally and by animal experiments. In fifty cases, teta- 
nus spores were found twenty times and spore-bearing 
bacilli thirteen times. Of the positive cases, the ma- 
jority were cases with ulcerating diseases and car- 
cinoma of the gastro-intestinal tract. In these cases 
tetanus bacilli were frequently found associated with 
other putrefactive bacteria. 

Neither pathogenicity nor any influence of previ- 
ous injections of antitoxin was demonstrable. A 
bacteriophagia, in the sense of d’Herelle’s phenome- 
non, was not found in the positive stools. Saliva did 
not affect the spores and bacilli, but the acid gastric 
juice inhibited their growth and the formation of 
toxin. 

Alkaline gastric juice had no effect, but bile 
and pancreatic juice favored the growth of the or- 
ganisms and the formation of toxin. 

In the experimental animals, disease did not fol- 
low the feeding of pure cultures of tetanus bacteria. 
Feeding with a mixed strain, however, caused bloody 
diarrhoea ending in death. In such instances tetanus 
bacilli were found in the internal organs, a fact show- 
ing that only the injured intestine allows tetanus 
bacilli to pass through. Similarly, a putrid blood in- 


fection can open the way for the entrance of tetanus 
bacilli into the blood stream. 
In conclusion, the author cites a clinical case of 
sepsis with symptoms of tetanus just before death. 
JANCKE (Z). 


ANZSTHESIA 


Raeschke, G. : Long-Continued Paralysis of the Arm 
Following Plexus Anzsthesia of the Upper 
Arm (Langdauernde Armlaehmung nach Plexusan- 
aesthesie am Oberarm). Zentralbl. f. Chir., 1924, li, 
2236. 

In the case reported, that of a 15-year-old boy, 
plexus anesthesia was induced by Haertel’s method 
with 20 c.cm. of a 1% per cent novocain solution. 
After fifteen minutes there was complete anesthesia 
with restriction of movement. An Esmarch bandage 
was then applied and excision was done for tubercu- 
lous tenosynovitis of the hand. 

On the day after the operation the patient was 
unable to move his arm either at the shoulder or at 
the other joints. Examination several days later dis- 
closed a motor paralysis of all of the muscles of the 
arm, including the deltoid, and a decrease of sensa- 
tion up to the shoulder. After two and a half weeks 
the shoulder was again freely movable, and after five 
weeks the elbow joint could be moved but the hand 
and finger muscles of all three nerve regions were 
still completely paralyzed. Sensibility had returned 
as far as the wrist joint. There was no reaction of 
degeneration, but the hypothenar eminence showed 
atrophy. Three months later there was a complete 
return to normal. The uniform involvement of the 
brachial plexus excluded the possibility of an injury 
due to the pressure of the Esmarch bandage. 

TOELKEN (Z). 





PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Porter, C. A.: The Surgical Treatment of Roentgen- 
Ray Lesions. Am. J. Roentgenol., 1925, xiii, 31. 
Matas, R.: Remarks on the Delayed or Remote 
Appearance of X-Ray Burns After Long Peri- 
ods of Latency. Am. J. Roentgenol., 1925, xiii, 37. 

Pfahler, G. E.: Electrocoagulation or Desiccation 
in the Treatment of Keratoses and Malignant 
Degeneration Which Follow Radiodermatitis. 
Am. J. Roentgenol., 1925, xiii, 41. 

PorvTER Classifies the lesions resulting from the 
roentgen-rays into three groups: 

1. Lesions resulting from a single massive dose 
or a few exposures at short intervals. 

2. Lesions due to many exposures over a long 
period of time. 

3. Lesions occurring in roentgenologists. 

It is in the third group that malignant changes are 
most apt to occur. Such changes are common also 
in the second group but rare in the first. Usually the 
lesions appear within a few months of the last roent- 
gen-ray exposure, but occasionally a long latent 
period intervenes. 

Maras reports two cases in which the lesions did 
not appear until three and four years after the last 
roentgen treatment. One wasa fatal case. These two 
cases received unfiltered irradiation, but Matas cites 
a case reported by Grasman in which filtered irradia- 
tion was used and a large ulcer appeared four years 
later. 

From the pathological studies of Wolbach and 
others it is evident that the deep skin and subcu- 
taneous tissues bear the brunt of the injury. The 
resulting permanent endarteritis, obliteration of the 
lymphatics, and deep scar tissue explain the latent 
period and the more superficial manifestations— 
dermatitis, ulcerations, keratoses, and fibrosis. 

Porter and Matas excise all of the lesions except 
the most superficial ulcerations and later apply a 
skin flap or graft. The only exception that Porter 
makes is the cases in which such excision would 
involve important vessels, nerves, or tendons, or the 
entire thickness of the abdominal or chest wall. 

PFAHLER prefers to destroy these lesions by desicca- 
tion or electrocoagulation, provided they do not 
extend down to the bone. He grants that excision 
will yield more prompt relief and quicker healing, 
but claims that his method will give more permanent 
results because it stimulates the formation of new 
blood vessels. 

Porter points out that the method of treatment of 
malignancy in these lesions must differ from that of 
ordinary malignancy. In the latter, both the pri- 
mary focus and the glands are removed. In roentgen- 
ray cases the enlarged glands are often inflammatory 


and should be preserved for protection as long as 
possible. If they are removed, the patient must be 
warned to give immediate attention to any subse- 
quent lesion that develops. 

Cuarces H. Heacock, M1). 


Case, J. T.: Radiation Therapy of Malignant Dis- 
ease. J. Am. M. Ass., 1925, Ixxxiv, 108. 


Although radium and the X-ray have proved in- 
dispensable in the treatment of superficial malig- 
nancies, their value in cases of deep lesions is still 
under discussion. While such authorities as Ewing 
have declared the use of these agencies to be the first 
rational treatment of cancer ever devised, others 
condemn it. 

There is no known general treatment capable of 
arresting the development of cancer. The best possi- 
ble attack consists in complete removal of the neo- 
plasm and the lymphatic glands draining the region 
at one operation. This may be done with the knife 
or the cautery, or by electrocoagulation. If radiation 
is the method of choice, a biopsy specimen should be 
obtained first for pathological study and future 
reference. The danger of removing such a specimen 
1s not great. 

In the author’s opinion there is no essential dif- 
ference between the biological effects of the roentgen 
rays produced at high voltage and filtered through 
% to1 mm. of copper and the gamma rays of radium 
passed through a similar filter. Case therefore uses 
the roentgen rays for superficial malignant lesions 
and reserves his limited supply of radium for deeper 
cancers. 

In the use of the X-ray the question arises as to 
whether it is best to give a small dose often repeated 
over a period of months or a massive dose at one time 
or to strike a medium between the two. Case has 
been employing for deep therapy the water-cooled 
tube described by Coolidge and Moore. As a routine 
he uses 30 ma. Regaud’s plan of giving small doses 
of six or seven minutes daily for from eight to twelve 
days is followed. 

Factors limiting the use of the roentgen rays are: 
(1) cachexia, (2) lesions about the neck where dam 
age to the larynx is apt to occur (necrosis of the 
laryngeal cartilaginous structure has been fatal), 
and (3) lesions of the lower abdomen and pelvis where 
massive doses of the rays may cause tenesmus of 
the bladder and rectum or injury of the liver. 

Case advocates intensive pre-operative radiation. 

In prophylactic postoperative treatment, it should 
be borne in mind that the operator may have failed 
to extirpate a portion of the microscopic growing «ge 
of the tumor. The radiologist should therefore center 
his attention on these edges and the adjacent yin 
phatic areas draining the involved region. 
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Operation with pre-operative and a postoperative 
radiation offers one of the best guarantees now known 
against recurrence of the disease if metastasis has not 
already occurred. Paut W. Sweet, M.D. 


Doub, H. P., Bolliger, A., and Hartman, F. W.: 
Immediate Metabolic Disturbances Following 
Deep Roentgen-Ray Therapy. Am. J. Roeunt- 
genol., 1925, Xili, 54. 

The authors studied the blood of twenty-three 
patients after irradiation and supplemented this by 
experiments on dogs. The dogs were given large 
doses of the roentgen rays over the abdomen. De- 
terminations were made of the inorganic phosphorus 
in the plasma; the hydrolyzable, acid-soluble, and 
lipoid phosphorus in the whole blood; the uric acid, 
amino-acid, non-protein nitrogen, and sugar content 
by the Folin method; and the hydrogen-ion con- 
centration of the plasma. 

Immediately following the irradiation, there was an 
increase in the phosphorus content and a decrease in 
the amino-acid and non-protein nitrogen. This was 
true especially in cases with a large tumor mass. It 
indicates that only the nuclei of the cells were de- 
stroyed in thi. early period. With the phosphorus, 


there are thrown into the blood other products of 
nuclear destruction, viz., uri acid and a number of 
purine bases. These cause an alkalosis in the blood. 
After large doses and a marked alkalosis, a salt- 
action effect may be obtained with resulting second- 
ary destruction and an increasing alkalosis. When 
the dosage is moderate in amount, the organism 
soon returns to normal and there is a compensatory 
acidosis that serves as a protection in subsequent 
irradiations. 

Ether anesthesia, morphine, glucose, and calcium 
salts protect the cell against salt action by decreasing 
its permeability. These were found also to counter- 
act the effect of radiation. When calcium lactate 
was given before treatment the acute sickness was 
very slight. When it was given after treatment it 
relieved the nausea and vomiting. Two dogs thus 
treated recovered whereas other dogs of equal size 
and weight which had received the same dosage but 
no calcium, died. 

It is suggested that calcium lactate be used only 
after irradiation until further studies have been made 
to determine whether it will give the malignant cell 
an increased resistance to irradiation. 

Cuarves H. Heacock, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Handley, W. S.: Lupus in Its Surgical Aspects. 
Ann. Surg., 1925, 1xxxi, 9. 

Lupus is a nodular disease determined by the 
peculiar lymphatic anatomy of the skin. Its spread 
is centrifugal but discontinuous; outlying nodules 
appear which subsequently fuse with the main area 
of disease. The absence of anastomotic communica- 
tions, except by way of the fascial plexus, between 
the adjoining primary lymphatic areas of the skin, 
prevents the direct spread of the pathological proc- 
esses along the skin by way of the lymphatic vessels. 
They can spread only by first descending along the 
lymphatics tributary to the fascial plexus and by re- 
ascending to the skin to invade adjoining primary 
lymphatic areas. 

Nodular deposits may appear along the course of 
the trunk lymphatics, and may affect the glands and 
the internal organs. In some cases adenitis and even 
phthisis may supervene. 

In the treatment it is necessary to circumscribe the 
entire involved area to prevent recurrence. Excision 
of the skin alone is an irrational procedure. It is 
almost certain that the underlying area of subcu- 
taneous tissue is riddled with microscopic tubercles 
in the lymphatics, and that a corresponding area of 
the lymphatic plexus upon the deep fascia is in- 
fected. Whenever possible, therefore, an area of deep 
fascia at least as large should be taken away in one 
piece with the area of skin excised. When complete 
removal has been effected, muscular tissue is seen 
in the floor of the resulting wound. The deep fascial 
lymphatic plexus is the main channel of the spread 
of the disease. 

Lupus is a destructive proliferative lymphangitis 
which is confined to the skin only in its earliest stage. 
If the area affected exceeds % in. in diameter, it 
must be assumed that the subcutaneous tissue and the 
deep fascia are also infected. As the disease spreads 
in the deep fascia, and not in the plane of the skin, 
the infected area of deep fascia is slightly larger than 
the infected area of skin. The visibly diseased area 
of skin is surrounded by a zone about % in. wide in 
which microscopically tuberculous lymphangitis is 
already present. 

The visibly infected skin must be circumscribed 
by a ring incision. Morris H. Kaun, M.D. 


Child, C. M.: Quantitative Factors in the Suscep- 
tibility of Living Cells to External Agents. Ra- 
diology, 1925, iv, 21. 

The susceptibility of certain organs and parts of 
the mammalian body to many external agents is 
apparently highly specific. With regard to the ef- 


fects of various agents on development and growth, 
it is known that absence of a particular element 
which is essential for the development of a particu- 
lar part may determine a specific modification, 
namely, absence of the part and perhaps of other 
parts whose development is dependent upon its 
presence. For example, various marine animals 
which develop skeletal structures of calcium car- 
bonate remain without skeletons in calcium-free 
water, and certain parts whose development is de- 
pendent on the growth of the skeleton also fail to 
appear. 

Experimental investigation has shown that certain 
individuals of a species and certain regions of the 
individual body are in general more susceptible to 
many different agents than other individuals and 
regions. The difference varies for different agents. 
Such non-specific differences in susceptibility are 
associated with differences in physiological age, 
growth, and excitatory and. other functional activ- 
ity, and must depend on differences of some sort in 
the physiological condition of the protoplasms con- 
cerned. Their non-specific character as regards dif- 
ferent agents and their relation to differences in 
degree of excitation, functional activity, and 
growth suggest that they depend primarily on 
quantitative rather than qualitative factors in phys- 
iological condition. Experimental investigation 
shows this to be the case. 

Rapidly growing and functionally active regions or 
individuals are more susceptible than less active ones 
to a certain range of lethal or highly toxic concen- 
trations, and become adapted to, or recover from, the 
action of a lower range of concentration more rapidly 
or more completely. It appears that the rate of 
cellular respiration, or oxidative metabolism, serves 
in a measure as an index of the physiological differ- 
ences on which the non-specific differences in sus- 
ceptibility depend. SAMUEL Kaun, M.D. 


Ewing, J.: The Diagnosis of Cancer. J. Am. M. Ass 
1925) Ixxxiv, 2. 

Wood, F. C.: The Experimental Pathology of Can- 
cer. * Am. M. Ass., 1925, \xxxiv, 4 

Dunham, J. D.: The Point of View ‘of ‘the Internist 
in the Study of Cancer. J. Am. M. Ass., 1925, 
lxxxiv, 8. 


EwInc states that in modern diagnosis a pathol- 
ogist must go further than to diagnose a tumor me rely 
as a sarcoma or carcinoma. He must know the exact 
type of sarcoma or carcinoma and the degree of its 
malignancy. In order to make a correct diagnosis 
rather than a histological report there must be close 
cooperation between the pathologist and the clinician. 

While the frozen section method is of great value 
in the diagnosis of carcinoma, it has its limitations 
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and often discourages careful gross examination. 
Ewing depends entirely upon gross examination in 
diagnosing mammary carcinoma and makes fewer 
errors than with the frozen section method. In 
the diagnosis of bone tumors roentgenography has 
become an indispensable aid which is more satis- 
factory than a study of a piece of the tumor 
tissue. 

The indications for biopsy are in inverse ratio 
to the skill and experience of the pathologist and 
surgeon in the interpretation of the gross signs of 
tumors. The removal of a small, carefully selected 
portion of an accessible tumor seldom resultsin harm, 
but the incision of an encapsulated malignant tumor 
growing under pressure is nearly always harmful and 
may stimulate its growth. Incision into bone tumors 
is one of the last steps to be taken in the diagnosis. 
Ewing prefers the knife to the cautery. While the 
cautery knife destroys loose tumor cells and prevents 
infection and embolism by the sterilizing action of 
heat, it leaves dilated arterioles and capillaries into 
which growing cells may readily penetrate. En- 
dometrial carcinoma may be easily disseminated by 
curettage. 

The differential diagnosis between tumors can 
often be made from the results of irradiation therapy 
as some neoplasms regress very rapidly while others 
show only very slight shrinkage. 

A diagnosis of round-cell sarcoma should never be 
made since a tumor composed of round cells may be 
a lymphocytoma, a reticulum-cell lymphosarcoma, 
leukamia, pseudoleukemia, a melanoma, an ana- 
plastic carcinoma, a myeloma, an endothelioma, or 
an undifferentiated fibroblastic tumor. 

The function of a pathological laboratory includes 
the gathering of all available data and their evalua- 
tion with the object of establishing a clinical diag- 
nosis and a prognosis. 

Woop states that the methods and conditions 
which underlie experimental cancer transplantation 
are not well known. It has been found that the trans- 
plantation must be made to a homologous strain. 
Highly virulent tumors show a higher percentage of 
takes than less virulent tumors. 

Grafted tumors sometimes rapidly disappear 
spontaneously, and after this spontaneous disappear- 
ance, the animal is often resistant to subsequent 
inoculation. However, such immunity to subsequent 
transplantation is extremely variable and not per- 
sistent, and it has not the slightest influence on an 
established tumor. A satisfactory immunity has 
never been developed. The trained worker in bac- 
teriology and cancer research knows that the work 
of the past twenty years has fully demonstrated that 
bacteria are not the exciting cause of carcinoma, and 
that the growth of transplanted tumors is not in- 
fluenced by drugs or chemicals. 

_Animal experiments indicate that the dangers of 
biopsy are possibly over-estimated. When a diag- 
nosis can be made in no other way, biopsy is justified 
even though the necessary operation is a mutilating 


one. 
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Massage of a malignant tumor increases its growth 
and hastens the development of metastasis. This has 
been definitely proved by both animal experimenta- 
tion and clinical observation. 

The death point of a given tumor when exposed 
to irradiation and heat is constant over a long time, 
and is reached at approximately five human skin 
erythema doses. The beneficial effect of irradiation 
is not due to the closure of the lymphatics of the 
region exposed. Neither is there any proof that it is 
due to an active destructive action of the body tissue, 
either local or general. 

While it has been demonstrated experimentally 
that there is a hereditary liability to the appearance 
of cancer in mice and rats, the mechanism of such 
transmission is still under discussion. 

DunuaAM emphasizes the need for complete his- 
tories in the examination of patients; the patient 
should be allowed to tell his present and past com- 
plaints in his own words. The diagnosis of cancer is 
perhaps attended by the greatest difficulty when the 
stomach is involved. As 35 per cent of all cancers 
develop in the stomach, it behooves us to improve 
our methods and concentrate attention on this phase 
of the subject. 

Gastric carcinoma may develop in young persons, 
especially in those with a long history of ulcer with 
remissions. A roentgen examination of the gastro- 
intestinal tract and the Ewald test breakfast are 
very valuable diagnostic aids. 

A presumptive diagnosis of cancer of the stomach 
is made when a comprehensive history and physical 
and laboratory examinations seem to exclude the 
presence of other diseases as a cause of a loss of 
weight, appetite, and strength in a patient past 4o 
years of age who was previously in good health. An 
immediate exploratory laparotomy should be urged, 
even though the roentgenological report may be 
negative. 

As the exact cause of gastric malignancy is still 
uncertain, efforts should be directed against the 
apparent factors in its causation. Dietary pre- 
cautions may have some influence in the prevention 
of cancer. The laity must be educated so that per- 
sons with cancer will consult physicians at the first 
evidence of the disease. Cyrm J. GiaspeL, M.D. 


Engman, M. F.: External Cancer. J. Am. M. Ass., 
1925, Ixxxiv, 103. 

Cancers of the skin are usually classified according 
to the type or genesis of their component cells into: 
(1) basal cell cancer or rodent ulcer, (2) prickle or 
squamous cell cancer, (3) melanoma or nevocar- 
cinoma, (4) Paget’s disease or the dyskeratosis of 
Darier. There are also tumors which are not char- 
acteristic of any type and tumors of the mixed type. 

Basal cell cancer usually originates from an em- 
bryonal misplaced cell group in the skin or from an 
abnormal growth due to a stimulus acting continu- 
ously on normal cells of the basal layer of the epider- 
mis. In early life, basal cell cancer is associated with 
the appearance of a nevus, while in later life nevi 
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are frequently associated with rodent ulcer. When 
virulent, the basal cell cancer permeates, infiltrates, 
and destroys more rapidly but more superficially 
than the prickle cell cancer. It is not prone to metas- 
tasize, but may do so when lymph channels are 
opened by secondary inflammation. 

Prickle or squamous cell cancer is a traumatic can- 
cer, the result of irritation. A common cause is a 
pathological condition of the skin induced by light, 
chemicals, mechanical trauma, lupus, psoriasis, 
eczema, or syphilis. The prickle cell is a functioning 
cell, more active and more highly differentiated than 
the basal cell. Keratosis senilis (seborrhoeic wart) is 
potentially cancer. If a person with such a wart lives 
long enough, epithelioma of some type will result. 

Melanoma or melanotic carcinoma (nevus car- 
cinoma) may spring from pigmented moles or from a 
precancerous process with pigment formation. Pig- 
mented moles are dangerous principally in their 
tendency toward malignant degeneration. Injury 
to any of the cells of a nevus is dangerous because 
nevi are composed of embryonic cells situated on an 
attenuated and less resistent cutis. 

According to Fox, a mole may become malignant 
in any one of four ways: 

1. The mole may ulcerate and bleed and then per- 
haps heal slightly, but during this period the neigh- 
boring lymphatic glands may become enlarged, with 
pigmentary secondary growths. These ulcerations 
increase to a greater size than the primary growths, 
and after the ulceration of the skin discharge an inky 
fluid. 

2. The mole may increase in size, forming a per- 
manent iumor and becoming much deeper in color. 
Without ulceration, secondary growths may appear 
in the neighboring lymph glands and almost simul- 
taneously in many parts of the body as small de- 
posits of pigment in the skin, the patient finally dy- 
ing from cachexia and interference with some vital 
organ by the secondary growth. 

3. More rarely there may be no change in the mole 
at all, the first sign of malignancy noticed being the 
presence of metastases. 

4. The mole may become active with little second- 
ary black dots about it from permeation with the 
lymphatics, the mass eventually forming the so- 
called melanotic rodent ulcer with no secondary 
growth in the lymphatics. 

The author describes other types of melanotic 
growths and ends his discussion with the statement 
that there are types of melanotic carcinoma which 
are almost benign in their slow extension and non- 
malignant behavior. 

Paget’s disease is divided clinically into the mam- 
mary type and the extra-mammary type. Mam- 
mary cancer is most frequent in middle life. It begins 
as a dermatitis on either the nipple or the areola, 
and extends slowly with an itching, burning, distinct 
thickening, and scaling of the tissues. The process 
may extend until the skin of the entire breast is in- 
volved before a distinct neoplasm is developed in the 
breast. 


In the extramammary type of Paget’s disease the 
patch may be mistaken for a chronic seborrhcic 
dermatitis of a dusky tint and sharply defined bor- 
ders with a definite progressiveness. One portion 
may cicatrize while the other extends. The process 
is slow and resistant to treatment. In one of the 
author’s cases the condition was present for forty 
years and the patient finally died of senility at the 
age of 93 years. Pau W. Sweet, M.D. 


Judd, E. S.: The Surgical Treatment of Cancer. 
J. Am. M. Ass., 1925, 1xxxiv, 10. 

In the author’s discussion of the surgical treat- 
ment of cancer he emphasizes particularly the so- 
called premalignant lesions, and mentions leuco- 
plakia in the mucous membrane of the mouth as a 
striking example. The question as to whether be- 
nign ulcer of the stomach becomes malignant is not 
settled, but the clinical history in certain cases and 
the condition found at operation strongly suggest 
secondary malignancy. The same is true in cases of 
chronic cystic mastitis and cancer of the breast. 
Chronic cystic mastitis, abnormal involution, and 
secondary hyperplasia are ordinarily understood to 
be diffuse conditions in the breast, but may be the 
results of the inflammation and irritation that the 
cancer develops. 

Polypi, especially in the colon, and diverticulitis, 
which is common in the sigmoid, are other examples 
of benign lesions which seem to have a tendency to 
become malignant or to act as factors in the develop- 
ment of malignancy. General diffuse polypi of the 
colon apparently do not undergo malignant change 
as often as single large polypi; therefore, whenever 
they are discovered, they should be removed. The 
etiological factors in carcinoma of the cervix and 
epithelicmata of the skin are also discussed. 

The author states that if all cancers could be re- 
moved while they are confined to the tissue in which 
they originated, most of them could be cured. 
Certain cases, however, are hopeless, even from the 
beginning, regardless of treatment. This uncertainty 
led Broders, in 1919, to study certain cases of epi- 
thelioma in the Mayo Clinic in an attempt to deter- 
mine, microscopically, the virulence and degree of 
m:.‘ignancy and the results to be expected from sur- 
gical removal. Broders’ gradation of malignancy, 
which was the result of this study, enables the sur- 
geon to make a fairly accurate prognosis in all cases, 
and to determine which cases are operable. This 
gradation is based on cell differentiation. Grade 1 
means that three-fourths of the epithelioma is dil- 
ferentiated and one-fourth undifferentiated; Grade 
2, that the differentiated and undifferentiated epi 
thelium is about equal in amount; Grade 3, that 
one-fourth of the epithelium is differentiated, and 
three-fourths undifferentiated; and Grade 4, that 
there is no tendency toward cell differentiation. 

Several cases are cited showing the practical value 
of the grading of malignancy; for example, one case 
of cancer of the bladder and one of cancer of the 
larynx, in which the lesions were small and apparently 




















completely removed at the time of the operations. 
Under ordinary circumstances, in view of the size of 
the lesions and the seeming probability of complete 
removal, good results would have been expected, but 
when microscopic examination was made, a high 
grade of malignancy was reported and the outlook 
was considered less favorable. The epithelioma of 
the larynx recurred locally in about three years, and 
the cancer of the bladder re-appeared about one 
year alter radical operation. 

" Surgery has done more for persons suffering from 
cancer than all other methods of treatment com- 
bined. although its results are somewhat discourag- 
ing. Cases should not be considered hopeless until a 
careful estimate has been made of the grade of 
malignancy and of all other factors. 


Mayo, W. J.: The Relative Values of Surgery and 
Radiotherapy. Minnesota Med., 1925, viii, 7. 


For the proper evaluation of the present position of 
radiotherapy in the treatment of malignant disease, 
one must take into consideration the results of the 
modern operation for cancer. Statistics must be 
sufficiently recent to insure the application of the 
newer operative methods, and yet sufficient time, 
from three to five years, must have elapsed since 
operation to make it possible to estimate the per- 
centage of cures. 

Cancer consists wholly of the parasitic cancer cell. 
The body treats the malignant cell like a for- 
eign body. Connective tissue is thrown out around 
the malignant cell; this contracts, and cuts off the 
blood supply. Irradiation acts not only to destroy 
the colloids of the embryonic cell, but also to develop 
such masses of connective tissue ‘as will no doubt 
eventually destroy some of the cells, possibly all of 
them, that were not killed by the rays. Truth is 
stranger than fiction. 

Modern operative procedures remove not only 
diseased tissue, but also the paths by which malig- 
nant cells reach locations beyond the primary focus. 
Operation removes, in a block, the lymph nodes 
adjacent to the growth. Although radiotherapy 
often affects secondary cancer of the lymph nodes 
favorably by destroying the immature cells that 
cause the growth and by causing the development of 
connective tissue which contracts and cuts off the 
circulation, it is by no means as reliable as a well- 
planned operation and, at least so far as the author 
has been able to determine, seldom cures. 

Bowing has shown, by sections from cancerous 
areas removed before and after irradiation, that a 
change often occurs in the cell structure after irra- 
diation, the embryonic undifferentiated cells showing 
a tendency to develop differentiation and maturity. 

A surgical operation properly conducted has a 
tremendous advantage over radiotherapy, chiefly in 
the exactness with which the diagnosis can be made 
and the limitations of the growth approximately de- 
fined. The surgeon works no longer by the unaided 
senses, but by sight aided by the microscope. The 
condition in doubtful fields is quickly and accurately 
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determined within three minutes by the examination 
of frozen sections. Not only the malignancy of the 
growth but also the grade of its malignancy can be 
established. 

When the cells are highly undifferentiated, opera- 
tion, because of its immediate danger and the small 
prospect of cure, may not be as rational as radio- 
therapy. It is in these cases of highly cellular 
growths, Groups 3 and 4 in Broders’ index of malig- 
nancy, in which surgery offers but a small prospect 
of cure, that radiotherapy is of remarkable value. 
Experience has shown that the surgical removal of 
these growths is fraught with danger and is generally 
futile, but several of the author’s patients with such 
growths have apparently been cured by radiotherapy 
for three years, and one for more than five years. 

Radium has nad its greatest triumph in the treat- 
ment of cancer of the cervix uteri. In favorable cases, 
it is a compeer of the knife, and in the advanced 
case, in which the vaginal fornix or the broad liga- 
ment is involved, it is the agent of choice. The rays 
have an especially marked effect on the poorly 
nourished embryonic cell, while the sound tissues, 
such as the ureters, are little affected by it. On the 
other hand, in cancer of the body of the uterus, tak- 
ing good, bad, and indifferent cases, surgery cures 
from 70 to 80 per cent, and radium and X-ray give 
only fair to poor results. 

The combination of surgical and radiotherapeutic 
methods, unless used to meet a definite indication, 
has been disappointing. In twelve cases of cancer of 
the stomach in which the condition was found to be 
inoperable, the author made a gastrostomy and intro- 
duced a tube into the malignant end of the stomach 
in order to bring radium to bear effectively on the 
disease. None of the patients was alive at the end of 
a year. In other instances he has made a colostomy 
just above a malignant growth of the colon in order 
to bring radium down into the lumen and has guided 
the radium into exact position with the finger. Sev- 
eral of the patients were greatly benefited, but none 
was cured. The author states that he does not say 
this to disparage radiotherapy, because it is under- 
stood that these cases were advanced and beyond 
the possibility of surgical operation, but his faith in 
the general application of irradiation would have 
been greatly increased if the results had been better. 

In cases in which the greater part of the disease 
was removed surgically and then, because malignant 
disease definitely or possibly remained, radiotherapy 
was applied, the results have been disappointing. In 
the cases in which the author knew help was needed, 
a cure was not forthcoming, and in the cases in which 
he had reason to believe that he had removed all of 
the disease, there was no way to tell whether or not 
the attempt to insure cure by radiotherapy had been 
of value. 

Desjardins calls attention to the fact that late 
surgical invasion into certain cancerous fields which 
have been greatly benefited by radiotherapy is as- 
sociated with the risk of initiating a rapid extension 
of the disease. In this connection, Bowing also 
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points out the necessity for caution in deciding to 
operate on primarily inoperable growths which have 
been greatly benefited by radium, because of the 
danger of opening up channels of re-infection. Un- 
fortunately, the question of the curability of cancer 
is too often academic because of the very large num- 
ber of incurable cases that reach the surgeon in 
which palliation is the utmost he can achieve. In 
such cases radiotherapy is, at its best, a triumph and 
a despair. It often does so much good that the pa- 
tient and his family begin to look for, and expect, a 
cure, but death, not a cure, results and radiotherapy 
is unjustly brought into disrepute after a merito- 
rious performance. 

In conclusion the author states that when radio- 
therapy is given by a man of wide experience asso- 
ciated with an experienced surgeon and a competent 
pathologist, it has great value. 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Meleney, F. L., and Zung-Dau Zau: The Action of 
Acriflavine on the Blood and Certain Tissues of 
Rabbits, with Particular Reference to Hemo- 
lytic Streptococcus Septicemia. J. Am. M. 
ASS., 1925, Ixxxiv, 337. 

The authors carried out experi':. 2nts on rabbits to 
determine the effect of neutral acriflavine on the 
erythrocytes and leucocytes, the coagulation and 
bleeding times, the bacteriostatic power of the blood 
and tissues, and the course of infection due to lethal 
doses of haemolytic streptococci. 

The doses ranged from 2.5 to 37.5 mgm. per kilo- 
gram of body weight. The dose recommended for 
intravenous use in clinical cases is 4 or 5 mgm. per 
kilogram of body weight. The injection caused a 
leucocytosis which lasted for about an hour and was 
proportionate to the amount of dye injected. The 
authors believe, however, that it is unlikely that 
acriflavine could cause a leucocytosis in prostrated 
patients who cannot of themselves produce a leucocy- 
tosis in response to infection. Slight or no change 
was found in the fragility of the red cells. The co- 
agulation time was very slightly increased or not 
affected at all. 

A temporary inhibition of motility and activity 
of the leucocytes occurred only following an injec- 
tion of from five to ten times the unit dose of the 
dye (about three to six times the dose recommended 
for the human being). This lasted about an hour 
when the concentration of the dye in the blood was 
at its height and was supposedly producing its most 


beneficial effect. Blood from rabbits which received 
the unit dose of acriflavine (2.5 mgm. per kilo- 
gram of body weight) did not show any inhibiting 
power on streptococcus cultures. Inhibition was 
noted only when ten times the unit dose (six times 
the advised clinical dose) was given, and even then 
was irregular. Serum to which dye was added in 
known concentration caused inhibition in dilutions 
up to 1:250,000. 

The dye was always fatal when ten times the unit 
dose (six times the advised clinical dose) was given. 
When five times the unit dose (three times the ad- 
vised clinical dose) was given, it was fatal to 50 per 
cent of the animals, and when two times the unit dose 
(slightly more than the advised clinical dose) was in- 
jected it was fatal to 25 per cent of the animals. 

Rapid injection of the dye caused cyanosis, dys- 
pnoea, and relaxation. When large doses were given, 
death occurred in a few minutes. 

Certain tissues—notably the muscles, lachrymal 
glands, lungs, kidneys, and liver—showed marked 
affinity for the dye, removing it early from the 
blood stream. Other organs, suchas the heart, spleen, 
and pancreas, took it up very slightly, while the 
meninges and central nervous system, except the 
pituitary gland, did not take it up at all. 

When the tissues which took up the dye especially 
well—the kidneys, liver, lungs, and muscles—were 
tested for bacteriostatic power, it was found that 
when ten times the unit dose (six times the clinical 
dose) was given, only the kidneys and liver were in- 
hibitory, and that when a dose five times the unit 
dose (three times the clinical dose) was given, only 
the kidneys were inhibitory. When two times the 
unit dose (about the clinical dose) was injected, 
neither the kidneys nor the liver had any inhibiting 
action. The kidneys showed tubular degeneration; 
the liver, degeneration about the central vein; and 
the lachrymal glands, extensive desquamation. 
Casts and albumin were found in the urine even 
when unit doses were given. The blood urea was al- 
ways increased; in fatal cases it was sometimes three 
times the normal. Death seemed to be due to renal 
damage. 

Rabbits given minimal lethal doses of strepto- 
coccus culture were not benefited by acriflavine 
given intravenously and died sooner than controls 
which were given no acriflavine. The only surviving 
rabbit was one that had received no dye at all. 

The authors conclude that the dye does not have a 
beneficial effect, actually handicaps the animal in 
resisting disease, and causes renal and _ hepatic 
changes. M. L. Mason, M.D. 
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